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PITOGIN is widely used in obstetrics because of its physiologic effect on uterine 
musculature. In addition, the fact that it is notably free from vasopressor action is 
often a significant advantage. Intravenous administration of diluted P1tociN in 
emergencies makes possible ready control of dosage and response. 


PiTocin is valuable in treatment for primary and for secondary uterine inertia, for 
postpartum hemorrhage due to uterine atony, for the third stage of labor, for induc- 
tion of labor, and during cesarean section to facilitate suturing the uterine wall. 


*Kaufman, R. H.; Mendelowitz, S. M., & Ratzan, W. J.: Am. J. Obst. & Gynec. 65:269, 1953. 


PITOCIN (oxytocin injection, Parke-Davis) is supplied in 0.5-cc. (5-unit) ampoules, and in 1-ce. 
(10-unit) ampoules, in boxes of 6, 25, and 100. Each cc, contains 10 international oxytocic units 
(U.S.P. units). 
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NEOHYDRIN 


BRAND OF CHLORMERODRIN 


NORMAL OUTPUT OF SODIUM AND WATER 


Individualized daily dosage of NEOHYDRIN -- 1 to 6 tablets a day as needed =« 
prevents the recurrent daily sodium and water reaccumulation which may occur 
with single-dose diuretics. Arbitrary limitation of dosage or rest periods to 
forestall refractivity are unnecessary. Therapy with NEOHYDRIN need never 
be interrupted or delayed for therapeutic reasons. Because it curbs sodium 
retention by see succinic dehydrogenase in the kidney only, NEOHYDRIN 
does not cause side actions due to widespread enzyme inhibition 
in other organs. 


Prescribe NEOHYDRIN in bottles of 50 tablets. 
There are 18.3 mg. of 3-chloromercuri-2-methoxy- 
propylurea in each tablet. 


Leadership in diuretic research 
LAKESIDE LABORATORIES, INC-MILWAUKEE 1, WISCONSIN 
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Induction of sleep 


one of the 44 uses 


for short-acting Nembutal > 


To produce gentle, restful sleep—or in any of 
more than 44 clinical uses—you’ll find that short- 
acting NEMBUTAL offers these advantages: 


1. Short-acting NEMBUTAL (Pentobarbital, Abbott) 
can produce any desired degree of cerebral depres- 
sion—from mild sedation to deep hypnosis. 


2. The dosage required is small—only about one- 
half that of many other barbiturates. 
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3. Hence, there’s less drug to be inactivated, shorter 
duration of effect, wide margin of safety and little 
tendency toward morning-after hangover. 


4. In equal oral doses, no other barbiturate com- 
bines quicker, briefer, more profound effect. 


Sound reasons why—after 24 years’ use—more 
barbiturate prescriptions call for NEMBUTAL. How 
many of short-acting NEMBUTAL’S 

44 uses have you prescribed? Obbeott 
410185 
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FILLS THE NEED FOR... 


MADE FROM 
GRADE A 
MILK 


Baker's Modified Milk is made from Grade A 
Milk (U.S. Public Health Service Milk Code), 
which has been modified by replacement of the 
milk fat with animal and vegetable oils and by 
=? the addition of carbohydrates, vitamins and iron. 


Quality 


BAKER’S MODIFIED MILK 


THE BAKER LABORATORIES INC. 
Milk Products Exclusively for the Medical Profession 


Main Office: Cleveland 3, Ohio Division Offices: Atfanta, Dallas, Denver, 
Plant: East Troy, Wisconsin Greensboro, N. C., Los Angeles, San Francisco, Seattle 
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BRAND OF MECLIZINE HYDROCHLORIDE 


TRADEMARK 


It’s a new long-acting agent for the prevention and treatment of 
nausea and vomiting, associated with all forms of motion sickness, 
radiation therapy, vestibular and labyrinthine disturbances, and 
Méniére’s syndrome. 

Side effects, so often associated with the use of earlier remedies, are minimal with 
Bonamine. Its duration of action is so prolonged that often a single daily dose is 
sufficient. Bonamine is supplied in scored, tasteless 25 mg. tablets, boxes of eight 
individually foil-wrapped and bottles of 100. 


PFIZER LABORATORIES, Brooklyn 6, N. Y. 
Division, Chas. Pfizer & Co., Inc. 
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YEARS TREATING ALCOHOL 
AND DRUG ADDICTION 


In 1897 Doctor B. B. Ralph developed 
methods of treating alcohol and narcotic addiction that, by the 


standards of the time, were conspicuous for success. 


Twenty-five years ago experience had bet- 
tered the methods. Today with the advantages of collateral medicine, 


treatmert is markedly further improved. 


The Ralph Sanitarium provides personal- 
ized care in a quiet, homelike atmosphere. Dietetics, hydrotherapy 
and massage speed physical and emotional re-education. Cooperation 


with referring physicians. Write or phone. 


RALPH 


SANITARIUM 


A Unit of the Benjamin Bur- 
roughs Ralph Foundation for 
Medical Research 


Telephone Victor 3624 


529 HIGHLAND AVENUE KANSAS CITY 6, CRE 
Ralph Emerson Duncan, M.D., Medical Director. 
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",.. the gastric secretion is the immediate agent of mucosal 
tissue digestion. ... Opposed to this stands the defensive factor 
. . . the two-component mucous barrier”! [the protecting layer 
of mucus and the mucosal epithelium]. 
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Rotational gastroscopic views showing coating effect 114 hours 
after administration of Amphojel.? 


Causation — key to treatment in peptic ulcer 


Through topical action alone, AMPHOJEL 
contends with the local causes of ulcer— 
aggressive acidity coupled with impairment 
of the wall defenses. Providing a dual ap- 
proach, AMPHOJEL combines two aluminum 
hydroxide gels, one reactive, one demul- 
cent. The reactive gel combats the attack- 
ing factor in ulcer by promptly buffering 
gastric acid. The demulcent gel promotes 
healing of the denuded mucosa by forming 
a viscous, protective coagulum. 


AMPHOJEL—nonsystemic, nontoxic—pro- 
vides time-proved fundamental therapy in 
peptic ulcer. 


AMPHOJEL 


ALUMINUM HYDROXIDE GEL 


Supplied: Liquid, bottles of 12 fluidounces 
Tablets, 5 grain, boxes of 30, bottles of 


100; and 10 grain, boxes of 60 and 1000 Wyeth 
References: 1. Hollander, F.: Arch. Int. Med. 93:107 (Jan.) 1954 


2. Deutsch, E.: Scientific Exhibit, Gastroscopy, 
Interim Session A.M.A., St. Louis, December, 1953 


Philadelphia 2, Pa, 
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American Cancer Society, inc. 
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Professional Films 
for 
Hospital Staff Conferences 
Medical Schools 
Postgraduate Refresher Courses 


State and County 
Medical Society Meetings 


A distinguished series of color films graphically demonstrating the newer 
diagnostic techniques in cancer. Sponsored jointly by the American Cancer Society 
and the National Cancer Institute of the United States Public Health Service, 


Cancer —The Problem of Early Diagnosis 

Breast Cancer —The Problem of Early Diagnosis 

Gastrointestinal Cancer —The Problem of Early Diagnosis 

Uterine Cancer —The Problem of Early Diagnosis 

Oral Cancer —The Problem of Early Diagnosis 

Lung Cancer —The Problem of Early Diagnosis (in production for winter release) 
All are 16 mm. sound films in color 


As a service to the medical profession, showings of these and other 
teaching films in our Professional Film Loan Library will be. arranged by the 
Division of the American Cancer Society in your state upon request. 


47 Beaver Street, New York 4, New York 
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ERE’S a low-priced diagnostic x-ray unit that offers 

complete reliability and flexibility for both radiog- 
raphy and fluoroscopy. A single-tube combination unit 
with a table-mounted tube stand, Maxicon ASC provides 
two-tube efficiency at one-tube cost. 

It’s the same story regardless of the x-ray equipment or 
supplies you need: At General Electric your money buys 
more performance . . . more dependability. This is the 
predictable result of General Electric's never-ending search 
for ways to improve the x-ray and electromedical appara- 
tus available to the medical profession. 


Maxicon ASC is just 
one example of how 
General Electric x-ray 
equipment leads the 


x way in performance 


Backing this broad line of quality equipment is a net- 
work of strategically located, factory-operated district 
offices. Through them, a highly trained x-ray specialist is 
available to you at all times. 

Whatever your diagnostic or therapeutic needs, call your 
G-E x-ray representative. 


Progress is our most important product 


GENERAL @@ ELECTRIC 


MAXICON | UNIT | UNIT | UNIT 

Table positions from 10° Trendelenburg to vertical YES YES | NO | YES 

No other oe | Variable speed table angulation Yes NO | NO | NO 

ee Radiation-protective table panels yes | NO | NO| NO 

low-priced x-ray in. focol-spot to table-top distance for f py | Yes | NO| NO| Yes 
| Counterbalanced tube stand, providing adjustable focal- 

includes all these film distances up to 40 in. ves | 

: Signal-light centering system for Bucky radiography ves NO | NO | NO 

: Pp ; us fe atures Provision for cross-table radiography yes NO | NO | NO 

12-step line-voltage compensator NO | NO NO 


Automatic selection of large or small focal spot 


YES | NO | NO 


45 x 78-in. or less space requirement 


NO | NO | NO 


Direct Factory Branches: 112 West 19th St., KANSAS CITY, MO. 
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1 UNEXCELLED ANTIBIOTIC SPECTRUM 


‘llotycin’ is effective against over 80 percent of all bacterial 
infections; yet the bacterial balance of the intestine is not 
significantly disturbed. 


2 NOTABLY SAFE 


No allergic reactions to ‘ilotycin’ have been reported in the 
literature. Staphylococcus enteritis, anorectal complications, 
moniliasis, and avitaminosis have not been encountered. 
KILLS PATHOGENS 


‘Ilotycin’ is bactericidal in generally prescribed dosages. 


CHEMICALLY DIFFERENT 


Virtually no gram-positive pathogens are inherently resistant 
to ‘Ilotycin’—even when resistant to other antibiotics. 


5 ACTS QUICKLY 


Acute infections yield rapidly. 


Available in tablets, pediatric suspension, and !.V. ampoules, 
Average adult dose: 200 mg. every four to six hours. 


ELE LALLY AND COMPANY INDIA 6, INDIANA, U.S.A 
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The Value of Gastroscopy 


Henry Laurens, Jr., M.D. 


Salina, Kansas 


The first attempts at gastroscopy were made in 
1868 by Kussmaul in Europe after he watched a 
sword swallower at a fair. He reasoned that a tube 
with a lamp in it could be swallowed as easily as a 
sword, but difficulty with illumination caused the 
method to be abandoned. Then, in 1881, Mikulicz 
introduced his gastroscope which overcame some of 
the technical problems, but, as they seemed insur- 
mountable, he finally discontinued his work. From 
1881 until the early 1920's, numerous flexible instru- 
ments were tried, but since these proved to be im- 
practicable, the principle of rigid, straight, optical 
gastroscopes prevailed. 

In the 10-year period from 1922 to 1932, Dr. 
Rudolf Schindler constructed a new flexible gas- 
troscope and developed the endoscopic pathology of 
the stomach. In 1934, Dr. Schindler was invited to 
the University of Chicago as a visiting professor 
in order to introduce gastroscopy to this country. 
Since that time the modern flexible gastroscope has 
become so popular that it is used in most clinics and 
hospitals. Through the efforts of the American Gas- 
troscopic Society many new aspects of gastroscopy 
have been introduced. With the development of the 
operating “gastroscope by Benedict more than five 
years ago, we now have the diagnosis of gastric 
disease on a level with that of any other organ which 
is accessible to endoscopic methods. 

The indications for gastroscopy are as follows: 


1. Some chronic ulcers 
2. Ulcer syndrome with no diagnosis 
3. Follow healing of benign ulcer 


Presented at the regional meeting of the American College of 
Physicians, Topeka, Kansas, March 19, 1954. 


4, Pre-operative check 

5. Differential diagnosis between chronic gastritis 
and gastric neurosis 

6. Differential diagnosis between gastric carcinoma 
and benign ulcer 

7. Gross gastric hemorrhage 

8. Questionable narrowed antrum 

9. Postoperative stomach 

10. Atrophic gastritis 

11. Pernicious anemia 

12. Any unexplained suspected stomach disease 


Some small gastric ulcers cannot be seen by the 
roentgenologist and are diagnosed only by gastros- 
copy. Many cases of suspected ulcer with negative 
x-ray findings are seen, and direct visualization of 
the gastric mucosa will often show some form of 
gastritis. While we all are well aware of the dangers 
and tremendous responsibility we assume when we 
decide to treat a gastric ulcer medically, there are 
certainly some lesions, especially those seen in young- 
er individuals, which are typically benign and which 
can be followed by both x-ray and gastroscopy. To 
be able to directly observe an ulcer heal and leave 
perfectly normal mucosa certainly aids the clinician 
and roentgenologist in their close observation of a 
gastric lesion. 

Gross gastric hemorrhage is a definite indication 
for gastroscopy, and occasionally the diagnosis can 
safely be made when early x-ray examination seems 
dangerous. In the series of cases which will be pre- 
sented later, there ate two examples of gastric bleed- 
ing which were not visualized by x-ray, one a bleed- 
ing polyp’ and the other an acute superficial erosion. 
Hypertrophic and superficial gastritis will occasion- 
ally produce massive hemorrhage. 
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The x-ray diagnosis of gastrojejunal ulcer is often 
difficult in the postoperative stomach, especially in a 
patient who has had only a gastrojejunostomy and 
who presents the differential diagnosis between a 
recurring duodenal ulcer and a stomal ulcer. Most 
gastrojejunal lesions can be seen easily by the gas- 
troscopist. 

Atrophic gastritis and the gastric atrophy which 
accompanies pernicious anemia are both considered 
to be precancerous lesions. Several investigators 
have reported the incidence of carcinoma developing 
in patients with pernicious anemia to be as high as 
10 per cent. Most polyps develop in stomachs with 
achlorhydria and atrophic changes. Therefore, any 
patient who presents these changes on gastroscopy 
should have the benefit of serial examinations every 
6 to 12 months. 

The contraindications for gastroscopy are divided 
by Schindler? into absolute and relative contraindi- 
cations. 

The absolute contraindications are as follows: 


1. Non-cooperation of the patient 

2. Obstruction of esophagus or card‘a 

3. Aneurysm of descending aorta 

4. Acute corrosive and acute phlegmonous gastritis 


The relative contraindications are as follows: 


1, Acute and chronic tonsillitis and pharyngitis 
. Cardiac insufficiency 

. Dyspnea 

. Cardiospasm 

. Pulsion diverticulum of esophagus 

. Esophageal varices 

. Kyphosis and scoliosis of thoracic spine 

. Psychosis 

. Hiatal hernia 


SRN 


As indicated, these are only relative contraindica- 
tions, and careful handling of the cardiac patient 
will usually lead to successful gastroscopy. The flex- 
ible scope can often be passed in spite of a moderate 
thoracic kyphosis, and an hiatal hernia usually does 
not prevent instrumentation. 

The following is a discussion of approximately 
250 gastroscopic observations with a detailed presen- 
tation of 200 successful gastroscopies. There were 
seven unsuccessful examinations which were due to 
the following causes: 


1. Lack of cooperation 

2. Lack of cooperation and marked kyphosis . . 
3. Lack of cooperation due to language barrier 
4. Hiatal hernia 


wee 


The next table enumerates the different condi- 
tions visualized in the 200 successful observations. 


1. Normal stomach 
2. Hypertrophic gastritis 
3. Atrophic gastritis or gastric atrophy ....... 29 
4, Carcinoma of stomach 
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6. Benign tumors: 
Bleeding polyp 
Prolapsing polyp 
. Superficial gastritis 
8. Postoperative stomach: 
Normal gastroenterostomy ............. 7 
Giant hypertrophic gastritis 
Superficial gastritis 
Stomal ulcer 
9. Miscellaneous conditions: 
Gastric atrophy associated with 
Superficial erosion 
Tumor simulating gastritis 
Prolapse of gastric mucosa 
Gastrostomy 
Benign pyloric obstruction 
Phytobezoar 


The gastroscopic diagnosis in eight cases proved 
to be wrong either by subsequent surgery or by clin- 
ical follow-up. Seven of these have been listed in a 
previous discussion.'* One additional case of benign 
ulcer was incorrectly diagnosed as infiltrating car- 
cinoma. 

The following table is a correlation of x-ray with 
gastroscopic diagnoses: 


X-ray Diagnosis Gastroscopic Diagnosis 


Possible lesion lesser 


curvature Carcinoma 
Normal gastroenterostomy Mal-functioning stoma 
Diffuse polyposis Normal 
Carcinoma of pylorus Normal 
Normal Bleeding erosion 
Carcinoma of stomach Phytobezoar 
Normal Gastric ulcer 
Carcinoma Tumor simulating gastritis 
Normal Stomal ulcer 
Normal ; Bleeding polyp 
Prolapsing antral polyp Normal 
Normal Hypertrophic gastritis 39 
Normal Atrophic gastritis or 


gastric atrophy 29 


Therefore, there were 11 cases in which the cor- 
rect diagnosis was made only by gastroscopy. The 
group of 39 cases of hypertrophic and of 29 cases of 
atrophic gastritis or gastric atrophy is included only 
to suggest that the gastroscopic findings may pos- 
sibly help the clinician in treating certain patients 
with symptoms but negative x-rays. It is not inti- 
mated that the radiologist should have made the 
correct diagnosis in this group of patients. 

Recently Palmer? has shown that there is probably 
no true correlation between the gastroscopic appear- 
ance and the pathological findings in hypertrophic 
gastritis, for biopsies of the typical cobblestone le- 
sions are often normal. He suggests that there may 
be an abnormality involving the muscularis mucosae 
and that the symptoms and gastroscopic findings are 
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related to minute contractions therein. Much more 
study of this important subject will be necessary. 

The relationship between x-ray and gastroscopy 
is a very important one, and comparisons of cases 
of gastric carcinoma have revealed that both pro- 
cedures are necessary in order to increase our per- 
centage of accuracy of diagnosis of such lesions. 
Large series of cases of both gastric cancer and ulcer 
have been analyzed by Palmer,* and results have 
shown that in carcinoma, gastroscopy established a 
correct diagnosis in about 77 per cent and x-ray in 
about 84 per cent. Certainly, when the two are used 
together, this percentage goes up. 

Moersch and Kirklin,® in an analysis of 100 cases 
of cancer of the stomach at the Mayo Clinic, found 
the initial gastroscopic impression to be correct in 
64, indefinite in 13, and incorrect in 23 cases; and 
they have shown that close cooperation between the 
roentgenologist and gastroscopist is of great impor- 
tance in improving the chances of earlier diagnosis 
of carcinoma of the stomach. 

Hardt, in a recent analysis of 203 cases of gastric 
ulcer, found that individually x-ray gave a correct 
diagnosis in only 22.2 per cent of the malignant 
and 35.7 per cent of the benign lesions, and gas- 
troscopy in 44.5 per cent of the malignant and 39.3 
per cent of the benign lesions. However, when x-ray 
and gastroscopy were combined and repeated after 
short intervals of treatment, the two methods supple- 
mented each other and gave a higher index of accu- 
racy. He believes that no patient with gastric symp- 
toms should be considered as having an adequate 
check-up without gastroscopy. 

Schindler,” on the other hand, in a summary of 
273 gastric ulcers with an adequate follow-up, found 
an incorrect diagnosis in only 20 cases, or 7.3 per 
cent. He believes that the percentage of correct gas- 
troscopic diagnoses is high and that it is probably 
more valuable than any other method in the correct 
differential diagnosis of gastric ulcer. 

Baker et al.,° in an investigation of the diagnostic 
accuracy of histologically proved lesions observed 
over a five-year period, concluded that most gastro- 
scopic errors were due to inadequate visualization 
of the lesion and that x-ray study was less accurate 
than gastroscopy when the lesion could be seen. 
Their experience was similar to that of others in 
that the combined accuracy of the two methods in 
the diagnosis of gastric cancer was 91.5 per cent, 
while that of x-ray and gastroscopy individually was 
only 68 per cent and 73 per cent. 

Deutsch® believes that the patient with a gastric 
lesion can be observed more adequately by gastros- 
copy than by x-ray so far as the diagnosis, treatment, 
and prognosis of the disease are concerned. 

It is my policy to attempt to gastroscope every 


patient with unexplained upper abdominal symp- 
toms. When certain precautions are observed, the ex- 
amination is safe and easy, and from routine ques- 
tioning of my patients, I have learned that many of 
them prefer gastroscopy under the proper topical 
anesthesia and sedation to a gastric analysis. 

I would like to stress the point that gastroscopy is 
often done in the office and that the patient may 
return home in two to three hours. My routine is to 
give atropine by hypo about one hour prior to instru- 
mentation. At the beginning of the examination I 
spray the throat with a solution of about 2 to 3 per 
cent pyribenzamine. This has been used successfully by 
Reynolds et al.1° and avoids the complications of a 
pontocaine reaction. I obtain satisfactory topical anes- 
thesia and absence of the gag reflex with PBZ,* and 
have used this preparation entirely for more than 
one year. Atropine is usually necessary to prevent 
excess salivation caused by the PBZ. 

After five to ten minutes I give the patient from 
50 to 100 milligrams of demerol intravenously. With 
this latter method I am able to insure both marked 
relaxation and excellent cooperation of the patient. 
Demerol given intravenously is excreted rapidly, and 
the patients thus prepared are able to go home in one 
to two hours after the examination. I have been using 
this method with great success for approximately 
one year. The intravenous use of. demerol in gas- 
troscopy has recently been highly recommended by 
Cimoch and Wirts!! without any spray being used 
at all. 

After the demerol is given, I introduce a No. 12 
Ewald tube in order to empty the stomach of any 
overnight secretions. The gastroscope is then passed 
with the patient in the left lateral position. After 
examination in this standard position, as suggested 
by Berry,!? the patient is usually rotated onto the 
back, as better visualization of the entire antrum and 
pyloric sphincter is thereby possible. Gastroscopy is 
never really satisfactory unless the entire antrum and 
sphincter are seen. Following withdrawal of the gas- 
troscope, I introduce a plastic tube containing a 
wing-brush. This has been described by Ayre,!? is 
used to obtain smears for gastric cytology, and is 
another aid in the early diagnosis of gastric lesions. 

The following seven cases will illustrate the value 
of gastroscopy. Five of these have been discussed 
previously.1+ 

1. A 65-year-old white female compiained of vague 
indigestion for one year. There was a moderate loss 
of weight, a hypochromic anemia, no free HCl fol- 
lowing histamine, and the stool was positive for 
occult blood. X-rays revealed a suspicious lesion on 
the lesser curvature above the angle, but repeat 


* Kindly furnished by Ciba Pharmaceutical Products, Summit, 
New Jersey. 
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studies did not indicate the exact nature of the lesion. 
Gastroscopy revealed a typical infiltrating carcinoma 
of the stomach. Subsequently surgery confirmed the 
gastroscopic diagnosis. 

2. A 49-year-old white male had a gastrojejunos- 
tomy in 1948 for a chronic duodenal ulcer with 
pyloric obstruction. In 1951 he had a return of 
ulcer symptoms with a 20-pound weight loss and 
occult blood in his stools. X-ray examination re- 
vealed a chronic duodenal ulcer with some mal- 
function and edema of the gastrojejunostomy. How- 
ever, gastroscopy revealed a definite jejunal ulcer, 
and subsequent surgery confirmed this with the find- 
ing of a large chronic jejunal ulcer. 

3. A 30-year-old white female entered the hos- 
pital after the sudden onset of tarry stools and indi- 
gestion. She had been taking rather heavy doses of 
salicylates for rheumatism. Red blood count was 
4,000,000 with hemoglobin 80 per cent. Free HCl 
was 36 degrees. X-ray examination of the upper 
gastrointestinal tract was normal. Gastroscopy, how- 
ever, revealed a definite small superficial hemor- 
rhagic erosion on the lesser curvature of the antrum 
just proximal to the pyloric sphincter. Following 
withdrawal of salicylates, the patient had no further 
gastrointestinal symptoms. 

4. A 47-year-old white male gave a history of 
vague epigastric pain, indigestion, and weight loss 
for two years. Blood count was normal, free HCl 
was 68 degrees, and the stool was negative for occult 
blood. X-ray examination revealed a large ulcer- 
ated mass occupying most of the antrum, and the 
roentgenologist made the diagnosis of far-advanced 
carcinoma. The patient was therefore given a bland 
diet and antispasmodics. However, he returned in 
nine months feeling much improved. Repeat x-ray 
examination revealed little change except for more 
antral constriction. Following this, gastroscopy re- 
vealed marked hypertrophic changes with large, 
nodular, edematous folds, which apparently repre- 
sented a tumor-simulating hypertrophic gastritis. The 
patient continued to do well, gained ten pounds in 
the next seven months, and had complete disappear- 
ance of symptoms on medical therapy. 

5. A 71-year-old white male had had vague indi- 
gestion for 30 years. He had been called neurotic 
at a large reputable clinic, and recent x-rays else- 
where had been reported negative. X-rays revealed 
an antral tumor which prolapsed into the duodenum. 
Gastroscopy revealed -a benign polyp which pro- 
lapsed back and forth through the pyloric sphincter. 
Subsequent surgery confirmed the impression that 
the lesion was benign. 

6. A 60-year-old white female entered the hos- 
pital several hours after marked hematemesis of 
bright red blood, soon followed by tarry stools. 
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Past history revealed that she had had four previous 
similar episodes during the past 12 years, each being 
treated by bed rest and iron. The patient had refused 
surgery since no cause for the bleeding had been 
determined. After admission, the red blood count 
was 2,950,000 and hemoglobin was 64 per cent. All 
other laboratory work was normal. Free HCI follow- 
ing histamine was 32 degrees. X-ray examination 
of the upper gastrointestinal tract two days later 
revealed only a large diverticulum on the medial 
side of the second portion of the duodenum. Fluoro- 
scopic examination had been difficult because of the 
patient’s weakened condition and the fact that she 
weighed 250 pounds. Gastroscopic examination four 
days after x-ray revealed a large bleeding polyp on 
the lesser curvature of the antrum just proximal to 
the pylorus. Subsequent gastrotomy confirmed this, 
and a 1.5 x 1.0 cm. bleeding benign polyp was re- 
moved. 

7. A 63-year-old white male gave a history of 
indigestion for ten years and of a perforated gastric 
ulcer in 1949. He was next seen in 1950, at which 
time x-ray revealed a duodenal ulcer. He was not 
seen again until February, 1953, at which time he 
had a marked increase in symptoms with weight loss, 
anemia, and occult blood in his stools. At that time, 
x-tay reported a large irregular filling defect in the 
body of the stomach interpreted as a carcinoma. 
Free HCI after histamine was 75 degrees. Gastroscopy 
revealed an acute benign gastric ulcer on the anterior 
wall of the distai body and also a large brownish- 
black multi-lobulated lesion in the body of the 
stomach. A bezoar was suspected, and a history of 
eating persimmons for 15 years was obtained. Re- 
peat gastroscopy ten days later revealed the ulcer 
to be healed, and a definite diagnosis of a phyto- 
bezoar was made. At surgery, one large 4 x 5 x 8 cm. 
bezoar and two smaller 3 x 4 cm. bezoars were re- 
moved from the stomach. The patient has had no 
further difficulty, and it seems most likely that the 
bezoar was present in 1949, caused an acute ulcer 
with perforation, but was unrecognized. 


SUMMARY 


A brief background of the history of gastroscopy 
is presented. 

Experience with approximately 250 gastroscopic 
observations is reviewed with a detailed description 
of 200 successful cases. 

The indications and the absolute and relative 
contraindications for gastroscopy are tabulated. 

The diagnosis in eight cases was definitely proved 
incorrect either by clinical follow-up or by surgery. 

There were 11 cases where the correct diagnosis 
was made only by gastroscopy. A representative 
group of 39 cases of hypertrophic gastritis and of 
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29 of atrophic gastritis or gastric atrophy is included 
only to suggest that the gastroscopic findings may 
possibly help the clinician in treating these patients 
with symptoms, but negative x-rays. 

The importance of the combined use of x-ray and 
gastroscopy is stressed. 

Routine preparation for gastroscopy is outlined, 
followed by a presentation of seven representative 
cases. 

Gastroscopy should be considered as a routine 
method of examination in every case of unexplained 
upper gastrointestinal symptoms. 
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The Management of Traumatic Rupture of 


The Left Superior Pulmonary Vein 


Harry R. Custer, M.D., and Karl P. Klassen, M.D. 


Colby, Kansas 


Traumatic intrathoracic hemorrhage producing 
shock or cardio-respiratory embarrassment is an acute 
surgical emergency. The institution of immediate 
therapy is imperative inasmuch as interference with 
cardio-respiratory physiology may be rapidly fatal. 

Without performing a thoracotomy it is not always 
possible to determine the site or the extent of intra- 
thoracic bleeding following trauma. No surgeon 
would hesitate to explore a patient suffering from 
traumatic intraabdominal hemorrhage, yet many still 
advocate the mere institution of drainage for trau- 
matic hemothorax. Lethal complications such as 
profound shock, tension hemothorax, alveolar flood- 
ing, and cardiac tamponade may suddenly develop. 
Thus it is obvious that surgical intervention to con- 
trol the hemorrhage is apt to be the most conserva- 
tive therapy. 


From the Thoracic Surgery Division of the Department of 
Surgery at Ohio State University Medical Center, Columbus, 
io. 


Columbus, Ohio 


The following case of traumatic rupture of the 
superior pulmonary vein is presented to emphasize 
the management of this problem and to ascertain 
the cardio-respiratory function after ligation of a 
major pulmonary vessel. 


~CASE REPORT 


History: B. J. S., Number 52-96804, a 12-year-old 
boy, was involved in an auto accident at 3:40 p.m., 
October 15, 1952. The patient was seen in the 
emergency room at Children’s Hospital in Columbus, 
Ohio, at 4:00 p.m., suffering from marked traumatic 
and hemorrhagic shock and exhibiting severe cardio- 
respiratory distress. 

Physical Examination: Blood pressure was 80/50, 
pulse 140, respiration 46. There was obvious sub- 
cutaneous emphysema over the left lateral chest. 
Over the third, fourth, and fifth left lateral ribs 
was a 10-centimeter defect in the thoracic cage with 


ae 

| 
| 

| 
| 
| 

| 

| 
| 

Hart 


564 THE JOURNAL OF THE KANSAS MEDICAL SOCIETY 


the overlying skin intact. The defect expanded 
markedly with each expiration and receded with each 
inspiration. The patient exhibited paradoxical res- 
pirations due to this defect. There were no breath 
sounds audible in the left chest. The heart tones 
were distant and shifted to the right. 


Figure 1 


Hospital Course: A pressure dressing was immedi- 
ately applied over the defect in the thoracic cage. 
Nasal oxygen and intravenous plasma were started. 
A needle thoracentesis of the left pleural space re- 
vealed blood. An x-ray of the chest showed fluid 
in the left pleural space producing a compression of 
the left lung and a marked mediastinal shift to the 
right. There was a fracture of the left fifth rib ante- 
riorly with downward displacement and overriding 
of the fragments. Subcutaneous emphysema was 
present in the left chest wall (Figure 1). 

The patient was immediately taken to surgery. 
Blood transfusions were started and under local 
anesthesia a thoracotomy tube was introduced into 
the left pleural space. A large amount of fresh blood 
under considerable pressure was obtained. 

Under general anesthesia a standard left antero- 
lateral submammary thoracotomy was done. The left 
pleural space contained approximately 1,000 to 1,500 
cc. blood. The left Jung was collapsed, the mediastinum 
was shifted to the right, and the lingula exhibited 
two large lacerations. The left superior pulmonary 
vein was found to be completely lacerated just distal 


to the pericardium, and bleeding was profuse. 

The pulmonary vein was ligated proximally and 
distally with 00 silk. After ligation of the vein the 
upper lobe of the lung rapidly became congested. 
However, it was deemed unnecessary to perform an 
upper left lobectomy. During repair of the lacera- 
tions of the lingula, the patient developed a hemo- 
pericardium and a cardiac tamponade. The peti- 
cardium was opened, and the blood was evacuated. 
The heart exhibited marked irregularity, and one- 
half per cent procaine was applied to the myocar- 
dium. The pericardium was loosely sutured. 

Two thoracotomy tubes were placed in the left 
chest, one draining from the lower postero-lateral 
chest and the other from the upper antero-lateral 
chest. The chest was closed in a routine manner, 
and no attempt at immobilization of the fractured 
rib was made. Both thoracotomy tubes drained into 
an under water seal with the lower one connected 
to a Stedman pump. 

On the first postoperative day the patient's temper- 
ature reached 103 degrees, and he developed a harsh 
systolic apical cardiac murmur. An electrocardiogram 
revealed only a tachycardia of 128. An x-ray of 


Figure 2 


the chest showed little fluid in the left pleural space. 
The mediastinum was in the midline. The lung was 
well expanded and there was no abnormality of the 
cardiac shadow. There was some infiltration at the 
lower pole of the left hilum (Figure 2). 
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On the second postoperative day the cardiac mur- 
mur disappeared and the x-ray showed an accumula- 
tion of fluid in the left chest. Recheck films on the 
fourth postoperative day showed a regression of the 


Figure 3 


fluid. The mediastinum was in the midline, and the 
lungs remained well expanded. 
The patient continued to make excellent progress. 


Figure 4-A 


The thoracotomy tubes were removed on the second 
day, and the patient was ambulatory on the fourth 
day with normal pulse, temperature, and respiration. 

The patient was discharged on the eighth post- 
operative day and returned to unlimited activity in 
three months. 

A thorough examination of the patient was done 
nine months after his injury. An x-ray of the chest 
showed no abnormalities of the lungs or heart (Fig- 
ure 3). Pulmonary function studies and _ electro- 
cardiogram were completely normal. Angiocardi- 
ography demonstrated essentially a normal pul- 
monary arterial and venous pattern (Figure 4). 


SUMMARY AND CONCLUSIONS 


This case illustrates the fact that the exact nature 
of intrathoracic injury is unknown without thora- 
cotomy. Therefore, the treatment of choice for trau- 
matic hemothorax producing shock or cardio-respi- 
ratory embarrassment is immediate surgical explora- 
tion. 

Interruption of a major pulmonary vein does not 
necessitate resection of pulmonary tissue inasmuch as 
the lungs have a large potential collateral circula- 
tion as demonstrated by Schlaepfer! and Swan.? 

The preceding case demonstrates a complete re- 
turn of normal cardio-respiratory function following 
interruption of a major pulmonary vessel. 
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Paroxysmal Ventricular Tachycardia Occurring 


During a Two-Step Exercise Test: 


REPORT OF CASE 


Robert A. Jordan, M.D. 


Kansas City, Kansas 


The following case is of interest because of the 
observation of a brief paroxysm of ventricular tachy- 
cardia which occurred in a patient during the per- 
formance of a double two-step test. This patient 
had complained of substernal discomfort rather in- 
frequently after exertion. His symptoms were poorly 
described and were elicited only by leading ques- 
tions; thus, it was the examiner's opinion that an 
electrocardiogram should be taken after having the 
patient perform an exercise test for the purpose of 
lending objective support to the diagnosis of cor- 
onary insufficiency. 


From the Department of Medicine, University of Kansas 
Medical Center, Kansas City, Kansas. 


v-5 


Electrocardiogram taken with the patient at rest. 


Figure 1. 


CASE REPORT 


The patient, a white, married, professional man, 
44 years of age, was first seen in the office July 28, 
1952. He stated that his health was good but that 
he was accustomed to having an annual physical 
examination and had reported for this purpose. Fur- 
ther questioning of the patient revealed the fact 
that he had occasionally experienced a heavy, press- 
ing sensation in the substernal region of his chest 
which was often associated with a vague, heavy 
discomfort in the left arm when he had climbed 
the 75 steps leading to his office. This discomfort 
was not severe and would subside quickly upon 
cessation of exercise. 

In November 1949, the patient had experienced 
a sudden attack of syncope while participating in a 
square dance. A complete examination by a com- 
petent internist was performed on the following day, 
and no abnormalities were found. An electrocardio- 
gram taken at the time appeared no different than 
the tracing shown in Figure 1. 

Results of the physical examination and routine 
laboratory studies were normal. A roentgenogram 
of the chest was normal. An electrocardiogram taken 
with the patient resting is shown in Figure 1. The 
small Q waves observed in leads II, III, and aVF 
were not thought to be the result of any definite 
myocardial abnormality. 


Figure 2. Electrocardiograms made (a) immediately after 
exercise, (b) 2 minutes after exercise, and (c) 5 minutes after 
exercise (20 complete trips over the two-step apparatus in 1 
minute). 
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A second electrocardiogram (Figure 2) was taken 
after the patient had made 20 complete trips over 
the two-step apparatus in one minute. The results 
of this test were regarded as being within normal 
limits. The patient was allowed to rest for one 
hour, following which a third electrocardiogram 
(Figures 3 and 4) was taken after the patient had 
made 40 compiete trips over the two-step apparatus 
in two minutes. The patient did not feel any sub- 
sternal discomfort and was not aware of any irregu- 
larity of his heart beat either during or after this 
amount of exercise. 

The electrocardiogram made immediately follow- 
ing exercise (Figure 3) shows several brief parox- 
ysms of ventricular tachycardia in leads I and II. 
Some of the contractions in these same leads appear 
to be of sinus origin and show marked depression 
of the RS-T segments with inversion of the T waves. 

The patient did not return for re-examination 
until October 27, 1953. During the interval between 
visits he had observed that his attacks of mild chest 
pain were neither more frequent nor severe than 
they had been. He stated that he had never been 
conscious of any irregularity of his heart beat. The 
resting electrocardiogram was repeated and appeared 
unchanged from the tracing shown in Figure 1. 


COMMENT 


The attack of syncope experienced by the patient 
while exerting himself strenuously at a square dance 
may have been the result of a sudden change in the 
cardiac rhythm, perhaps from a sinus rhythm to 
ventricular tachycardia. The patient did not give 
any history of other similar attacks of syncope, and 
he did not remember having noted any sensation of 
palpitation in his chest at the time of his attack. 

Ventricular tachycardia is often a serious arrhyth- 
mia and is usually associated with severe organic 


Figure 3. Electrocardiogram taken immediately after exer- 
cise (40 steps over the two-step apparatus in 2 minutes). 


heart disease. This arrhythmia may often proceed 
into ventricular fibrillation and result in death. The 
occurrence of ventricular tachycardia during the per- 
formance of exercise tests has been reported by 
Klakeg and Parkin,! who have stated that such tests 


are not entirely without danger and that patients 
undergoing these tests should be carefully chosen 
and supervised during the procedure. 

Master and associates? have stated that one of the 
criteria for an abnormal two-step test is the occur- 


_ Figure 4, Electrocardiograms made (a) 2 minutes after exer- 
cise and (b) 5 minutes after exercise (40 steps over the two- 
step apparatus in 2 minutes). 


rence of an arrhythmia following exercise. No evi- 
dence was presented to support this statement. 
Bourne*® has observed, “Exercise would seem to 
diminish or leave unchanged the number of pre- 
mature beats in normal and in rheumatic cases. Ex- 
ercise would seem to increase their number in cases 
with evidence of arteriosclerosis or of coronary dis- 
ease.’ There is evidence both for and against such 
a generalization. 

Wenkebach and Winterberg* reported a case of 
a woman who gave a previous history of rheumatic 
fever and who suffered recurrent paroxysms of tachy- 
cardia following exertion. No evidence of coronary 
artery disease was present in this patient. There are 
several case reports® 7-8: of patients having par- 
oxysmal ventricular tachycardia induced by exertion, 
but in whom a careful examination of each patient 
gave no indication of the existence of organic car- 
diac disease. 

Scott® reported on one patient who had com- 
plained of frequent attacks of ventricular tachy- 
cardia precipitated by exertion for more than 10 
years but was not found to have any cardiac disease. 
Conversely, there are reports: % 19 11, 12,13 of sev- 
eral patients who experienced either premature ven- 
tricular contractions or ventricular tachycardia asso- 
ciated with angina pectoris following physical ex- 
ertion. In some of these patients a daily ration of 
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quinidine appeared to increase their tolerance to 
exercise, not only by decreasing the occurrence of 
the arrhythmias, but also in some instances by re- 
ducing the frequency and severity of anginal at- 
tacks.” 11 

Klakeg and Parkin! have reported a case in which 
the two-step test induced angina pectoris and short 
paroxysms of ventricular tachycardia. They stated 
that this phenomenon had been observed previously 
in their laboratory. 

Mann and Burchell'* performed special studies 
on 21 patients in whom premature ventricular con- 
tractions had been observed electrocardiographically 
during two-step exercise tests. Their studies indi- 
cated that when premature ventricular beats are 
present in the resting electrocardiogram, an increase 
in the number of premature contractions induced by 
exercise did not seem to be correlated with the 
presence or absence of coronary insufficiency. In 
fact, their studies would seem to indicate that in 
those patients with no premature beats in the rest- 
ing electrocardiograms, the induction of premature 
beats by exercise was closely correlated with definite 
clinical and electrocardiographic evidence of cor- 
onary insufficiency in each case. One interesting 
patient in their study with definite coronary insuf- 
ficiency was found to have premature ventricular 
contractions in the resting electrocardiogram which 
were abolished by exercise. 

It would appear from the reports reviewed that, 
in general, the induction of either premature ven- 
tricular contractions or ventricular tachycardia by 
exercise should be regarded as strongly suggestive 
of coronary insufficiency. At the same time, it is 
evident that there are fairly frequent exceptions to 
such a rule, which makes it desirable that additional 


evidence should be found in such patients before 
making conclusive diagnosis of coronary insufficiency. 


SUMMARY 


A case of paroxysmal ventricular tachycardia oc- 
curring during the performance of a double two-step 
test has been reported. The patient gave a history 
of angina pectoris occurring at times after exertion. 
In addition to the appearance of ventricular tachy- 
cardia in the electrocardiogram after exercise, there 
was also RS-T segment depression and T wave in- 
version in the few contractions which appeared to 
be of sinus origin. 
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Current Trends in Treatment of 


Congenital Megacolon 


William N. Harsha, M.D. 
Oklahoma City, Oklahoma 


The history of true congenital megacolon is one 
of near misses in diagnosis and treatment for a 50- 
year period, only recently having been correctly 
evaluated. Even yet, the observations of the last few 
years fail to change the opinions of a large segment 
of the profession. It is possible now to understand 
congenital megacolon from genetic, pathological, 
and therapeutic aspects, these being the ultimate 
scientific goals in the study of any disease entity. 

Congenital megacolon as a disease was first de- 
scribed in 1888 by a Danish surgeon, Hirschsprung, 
though megacolon in its various forms was known 
for centuries before.’ It is unfortunate that in his 
classic description he was preoccupied with the 
dilated and hypertrophied colon rather than the 
probable cause of this dilatation. He only casually 
mentioned that the rectum was not dilated and per- 
haps some narrowed. His discussion centered on the 
marked hypertrophy of the bowel, especially the 
muscular layers, the inflamed and edematous mucosa, 
the ulcerations, and the submucosal abscesses. Sub- 
sequent observers, antil recent times, followed 
Hirschsprung’s lead and centered their investigations 
upon the dilated bowel and not upon the signifi- 
cance of the constricted rectum. An exhaustive re- 
view of these studies has been recently reported by 
Theodor Ehrenpreis, and further comment is not 
indicated here.? 

Genetic observations of congenital megacolon are 
few in the literature and largely refer to isolated 
family histories. Most of these reports are based upon 
inadequate diagnostic (radiographic and pathologi- 
cal) criteria. A review of five genetic studies of con- 
genital megacolon allows the following comments.* 

Each observer felt that the material he had studied 
was not sufficient to draw absolute conclusions. They 
felt it was clear that there was a definite incidence of 
hereditary congenital megacolon. The strongest argu- 
ment in favor of a familial incidence of the disease 
lies in the presence of megacolon in concordant 


This paper won the prize offered by the Kansas Chapter of the 
American College of Surgeons in its 1953 essay contest for 
interns, residents, and Junior Candidates of the College. 

The author wishes to express sincere appreciation to Thomas 
G. Orr, Sr., M.D., and Stanley Friesen, M.D., for invaluable 
suggestions and technical assistance in the preparation of this 
paper. 


monozygous twins as well as discordant dizygous 
twins. They found that uncles were not affected and 
felt this argued against sex-linked or sex-limited 
dominant characteristics. Likewise, they find no cases 
to follow a recessive genetic pattern. One author 
concluded that children of a parent who had con- 
genital megacolon had a relatively slight chance of 
procreating a female sibling with megacolon, but 
one chance in five of having a male child with the 
disease.? In unaffected parents who have two sib- 
lings with megacolon, the chances of subsequent 
children with megacolon are high. The incidence of 
congenital megacolon is not high, occurring in one 
out of every 20,000-30,000 live births. It has been 
estimated that the average practitioner will see one 
case in his practice during his life.* 

The differential diagnosis of congenital megacolon 
from organic obstructive lesions of the colon has 
been the source of present day knowledge of the 
pathological physiology of congenital megacolon. If 
the colon is pictured as being no different from any 
other hollow viscus of the body through which a 
regular flow must pass, the sequence of events pecu- 
liar to megacolon is clarified. 

If the coion becomes acutely and completely ob- 
structed, massive dilatation without hypertrophy will 
result, terminating in death if the obstruction isn’t 
relieved. When the colon is chronically and incom- 
pletely obstructed, dilatation and hypertrophy of the 
colon wall will occur. When impaction of bowel 
materials above the site of obstruction occurs, pres- 
sure necrosis with mucosal ulceration and formation 
of submucosal abscesses result. If the obstruction 
is complete enough, this patient, too, will die the 
death of unrelieved bowel obstruction. In every case 
of megacolon it is essential to recognize that ob- 
struction is present and to correct its cause. On this 
basis, megacolon can be divided into three groups. 

1. Aganglionic Megacolon: Aganglionic mega- 
colon, the true congenital form, is also called acha- 
lasic megacolon or Hirschsprung’s disease. It is re- 
markably different from the other two variants. It 
was this variant that produced the confusion as to 
etiology up to recent years. Until the concept and 
subsequent proof of the absence of parasympathetic 
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ganglion cells in the terminal colon segment, no 
apparent cause for the disturbance was recognizable. 
Cameron was the first to present this ganglionic ab- 
sence hypothesis.® 

Hiatt later described the physiological defect that 
attended this ganglionic absence.1° In his work, by 
use of balloon and kymographic studies, he has 
shown that a type of mass contraction occurs in such 
an achalasic colon but that no orderly peristalsis 
occurs. The result is a functional, though not a me- 
chanical, obstruction allowing little more than over- 
flow to pass. The natural fecal stream of the lower 
colon, being firm and semisolid in consistency, de- 
mands a highly efficient peristaltic action for passage 
to the anus. 

Hiatt’s work substantiates the pathological obser- 
vation that the area of ganglionic absence rarely 
extends more distally than the lower rectum nor 
proximally past mid-descending colon.‘ 13 Re- 
gardless of the level of ganglionic absence, this, too, 
is the level of physiological obstruction. The fact 
that the ganglia again appear in the lower rectum 
and anus explains the characteristic picture of ob- 
struction at the anus. 

The diagnosis of this megacolon variant is not 
difficult. Megacolon history from birth with physical 
signs of dilated colon on abdominal examination is 
typical. The rectal examination shows a narrowed 
anus with a rectal ampula, expanding into a widely 
dilated viscus containing inspissated material. Barium 
enema, especially using thin barium and _ utilizing 
oblique views, will demonstrate a widely dilated 
colon extending proximally for a varying length and 
tapering to a point of apparent obstruction in mid 
or lower rectum. Grossly, the cleansed colon appears 
normal to examining finger and proctoscopic exam- 
ination. The universally consistent observation in 
congenital megacolon is that the obstructive symp- 
toms have their onset at birth or within the next 
few days. These symptoms can be relieved temporar- 
ily by conservative means but never completely or 
permanently. The early case of aganglionic mega- 
colon that has received conscientious conservative 
therapy will be difficult to diagnose owing to the 
lack of sufficient mechanical obstruction to produce 
the typical physical and roentgenological signs. In 
this situation the history is generally pathognomonic. 

A significant number of patients with absence of 
myenteric plexi likewise present a deficiency or 
rarely an absence of parasympathetic ganglia in the 
renal pelvis, ureters, urinary bladder, or urinary 
sphincters. Hydroureter or massive urinary retention 
with attendant infectious complications is fre- 
quently present in these patients. Surgical correc- 
tion of megacolon obviously does not affect the 
course of these urinary situations. 


2. Functional Megacolon: Functional or idiopathic 
megacolon represents the situation where fecal im- 
paction is present at the anus and allowed to per- 
sist. Most authors feel it has its origin in improper 
bowel habit and diet or is associated with emotional 
problems. Anal fissures are known to produce or to 
aggravate this situation. A small percentage of these 
cases represent the congenital elongation of the 
colon described by Martinotti as well as Jones and 
Morton.!4: 15 This elongated colon, or dolichocolon, 
is believed to absorb an excess of fluid from the 
bowel residue producing a mass which is so inspis- 
sated that normal colonic peristalsis cannot advance 
it to the anus. Satisfactory results have been reported 
from surgical extirpation of this type of dolicho- 

These cases are diagnostically differentiated in 
that they do not commence at birth. Also there is no 
digital or x-ray evidence of obstruction at the rectal 
ampulla. 

3. Organic Megacolon: Most cases of megacolon 
belong to this variant which always has an organic 
obstructive lesion as its basis. The common lesion is 
the imperforate anus or postoperative cicatrix at the 
site of imperforate anus. Intrinsic and extrinsic 
tumors as well as less frequent congenital anomalies 
constitute most of the remaining obstructing lesions. 

The treatment of megacolon has passed through 
many fads and only in recent years has it been suc- 
cessfully managed. Most important is the establish- 
ment of the real cause of megacolon, be it due to 
deficiency of myenteric plexi, megacolon secondary 
to functional disease, or due to an organic obstruct- 
ing lesion. 

Numerous surgical and medical plans have been 
attempted in the aganglionic type of megacolon. Re- 
peated enemas will afford temporary relief. An occa- 
sional fatality due to water intoxication associated 
with profound potassium depletion has been pro- 
duced by such repeated enemas.!° This can be 
avoided by the use of isotonic solutions, such as 
normal saline or gelatin. 

An early lead to the real cause of aganglionic 
megacolon was suggested, though not realized, short- 
ly after Hirschsprung’s classic description. A British 
surgeon, Sir Frederick Treves, performed a colostomy 
for what appeared to be agangiionic megacolon. The 
colostomy did not function, and he performed a 
proctosigmoidectomy with construction of a perineal 
colostomy. This gave a physiologically successful 
though impractical result.1° 

After this experience, colostomy continued to be 
the accepted treatment until recent years. Usually 
colostomy will offer symptomatic relief, but the 
megacolon invariably recurs when the colostomy is 
closed. Thus the need for a better procedure is ap- 
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parent. Some 15 years ago interest in this field was 
focused upon the use of parasympathomimetic and 
sympatholytic drugs. Not a small number of in- 
ternists felt this was the answer, and many support 
this management yet.14; 17, 18, 19 

The current trend in treatment is surgical extirpa- 
tion of that section of the colon which is devoid of 
myenteric plexi and reconstruction of the colon so 
that a functioning anal sphincter is preserved. Swen- 
son and Bill were the first to describe this technique, 
and universal success has followed.?° An important 
refinement in the procedure was shown by Hiatt and 
was the procedure followed in the author's cases.?1 

The surgical procedures described by Swenson 
and Bill and modified by Hiatt constitute a procto- 
sigmoidectomy with end to end anastomosis leaving 
a functioning anal sphincter. The patient first re- 
ceives bowel preparation designed to remove as 
much fecal residue as possible and to render te- 
maining colon contents bacterially sterile. 

The surgical technique is undertaken much as is 
a combined abdominal-perineal resection of the rec- 
tum. First the patient is placed supine on the oper- 
ating table, and the abdomen is entered through a 
generous “hockey stick” incision extending from 
pubis to navel in the left paramedian line and thence 
laterally to a point just below the tip of the left 
12th rib. The proximal point of colonic resection is 
chosen, generally, in the mid-descending colon, and 
the mesenteric blood supply from this point distal 
to the pelvic peritoneal reflection is incised with 
vessels being ligated. 

The proximal descending colon, splenic flexure, 
and transverse colon are mobilized so that the point 
of resection will fall easily into the pelvis without 
compromise of its blood supply. Pelvic peritoneum 
is then incised, and the recto-sigmoid and rectum 
are freed from the sacral concavity and sharply dis- 
sected from the anterior pelvic structures. In the 
male, care must be taken to avoid prostate and 
prostatic urethra. The rectum is freed to the level 
of the levator ani muscles. 

Prior to the pelvic dissection, identification of the 
ureters on both sides must be accomplished. The 
patient is then placed in lithotomy position, and 
an assistant passes an instrument through the dilated 
anus into the lumen of the rectum. The instrument 
is then guided by the surgeon through the rectum 
to the point of resection in the descending colon. 
The clamp is used to grasp the interior of the colon 
at this point and is slowly withdrawn by the assistant, 
thereby intussuscepting the colon at the point of 
resection into the freed recto-sigmoid and rectum 
through the anus and externally through the anal 
sphincter. The exteriorized colon is partially re- 


sected, exposing the serosa of the colon at the point 
of its resection. 

A layer of sutures approximating the serosa of 
the colon to the pelvic muscularis of the anus is 
placed, followed by a second layer approximating 
the colonic and anal mucosa. The balance of exteri- 
orized bowel is resected, the suture layer of colonic 
serosa to the anal muscularis is completed. Finally 
the layer approximating the colonic to the anal 
mucosa is finished. This makes a two-layer end to 
end anastomosis between the anus and the mobilized 
colon. The suture line is reduced past the anal 
sphincter, appropriate perineal drainage is estab- 
lished, and the patient is again placed in supine 
position. Most surgeons prefer to leave a soft rubber 
rectal tube inserted past the suture line. Redraping 
is accomplished. The pelvic peritoneum is reapprox- 
imated and the abdomen closed in usual fashion. 
Postoperative management is no different from any 
colonic resection. 

A review of recent literature shows that more 
than 100 cases of aganglionic megacolon have been 
treated by these recent surgical techniques, and each 
author reports uniform and apparently lasting suc- 
cess.21. 26 

The treatment of the patient diagnosed as having 
functional megacolon is frequently a frustrating 
problem. It is best dealt with by the internist and 
the psychiatrist and only rarely presents any surgical 
problem.1* The unusual case of dolichocolon has 
been previously referred to.!* Management of the 
third group is usually obvious in the removal or cor- 
rection of the obstructing organic defect. An excel- 
lent review of the problems met with in this group 
is found in a recent symposium edited by Ravitich.?5 

In all cases where aganglionic megacolon is sus- 
pected, a complete urological survey should be per- 
formed to ascertain whether the ganglion deficiency 
is likewise present in the ureters, urinary bladder, 
or sphincters. 

CASE REPORTS 


Case 1. S. P. was a white female, full term normal 
delivery, oldest of five siblings. Her first hospital 
admission was on November 6, 1941, when she was 
seven weeks old. She was admitted with the chief 
complaints of diarrhea, abdominal distention, and 
marked dehydration of four days duration. She gave 
a history of no normal bowel movements since birth 
except for passage of what was described as meco- 
nium during the first three days of her life. Treat- 
ment during this admission was parenteral fluids, 
phenobarbital, and repeated enemas. Diagnosis was 
fecal impaction. 

Her second admission was May 8, 1942, at the 
age of seven months. The chief complaint was vom- 
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Figure 1. Thin barium, oblique x-ray studies of colon showing 
point of tapering constriction at lower 1ecto-sigmoid and marked 
dilatation recto-sigmoid and descending colon. 


iting and obstruction of the lower bowel. She gave 
a history of many episodes of vomiting since birth, 
each attendant to marked abdominal distention, and 
each following abandonment of the prescribed daily 
enemas. She had had no normal bowel movements 
since birth. Barium enema at this time showed fecal 
impaction. She was treated with digital removal of 
the impaction and enemas and was discharged on 
daily oil retention enemas and petrolagar. 

The patient was not seen again until July of 
1951 when she was nine years old. Her history at 
this time was one of life-long constipation with 
frequent fecal impactions. It was possible to main- 
tain her only partially free from marked abdominal 
distention with episodes of vomiting, accomplished 
by use of repeated daily enemas. The child was 
markedly emaciated, lethargic, and chronically de- 
bilitated. 

On physical examination, the abdomen was found 
to be distended, and it was possible to palpate the 
transverse and descending colon as a widely dilated 
viscus containing doughy material. It was not possi- 
ble to elicit peristaltic motion. Rectal examination 
showed no abnormality of the sphincter or anus, and 
the tip of the examining finger entered a widely 
dilated, stool-containing viscus. General physical 
examination revealed no other pathology. 


X-ray showed marked megacolon with suggestive 
stricture at the lower end of the rectum (Figure 1). 
Sigmoidoscopy showed a tight anal sphincter and 
anus without stricture which passed abruptly into a 
widely dilated recto-sigmoid containing a large 
amount of inspissated stool. The mucosa appeared 
normal throughout. Intravenous pyelograms were 
normal. Laboratory examinations revealed moderate 
microcytic anemia, and the serum protein was in the 
lower limits of normal. Urine examination showed 
no evidence of kidney disease or urinary infection. 

The patient was felt to have congenital aganglionic 
megacolon, and a Swenson type proctosigmoidectomy 
was recommended. She was placed on a bowel prep- 
aration of cathartics, daily enemas, and wide range 
antibiotics. On July 24, 1952, a Hiatt modification 
of the Swenson-Bill prostosigmoidectomy was per- 
formed. 

At surgery the descending colon, recto-sigmoid 
and upper rectum were markedly dilated and hyper- 
trophied (Figure 2). The transverse and ascending 
colon were diiated moderately. In the mid-rectal 
area, 3 centimeters below the peritoneal reflexion, 
an area of apparent constriction was demonstrated. 
Pathologica!lly, the area from the mid-descending 
colon to the area of constriction in the mid rectum 


Figure 2. Surgical specimen showing dilated and hypertrophied 
descending and recto-sigmoid colon with constricted area (upper 
right hand corner) at lower end of recto-sigmoid. 
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showed complete absence of myenteric plexi (Fig- 
ure 3). Her postoperative course was uneventful. 
She was discharged on the 10th postoperative day, 
having frequent soft stools and nearly complete re- 
mission of abdominal distention. 

She was readmitted once in February and again 
in March of 1953 with complaints of urinary fre- 
quency. Complete urological work-up on each ad- 
mission showed no evidence of urinary pathology. 
The possibility of deficiency of myenteric plexi in 
the ureter or urinary bladder was considered but 
never verified. During the last two admissions she 
reported having daily formed stools and no epi- 
sodes of abdominal distention or vomiting. Her 
physical examination was one of marked increase of 
tissue turgor, 10 to 12-pound weight gain, and a 
remarkably increased sense of well being. 

In November of 1953 examination of the patient 
revealed an apparently normal adolescent girl. No 
abdominal distention was present, and she reported 
daily normal bowel movements. There have been 
no further urinary complications. 

Case 2. M. W. is a five-year-old colored male, 
eldest of three children. History reveals a spontane- 
ous normal delivery of an eight-pound two-ounce 
infant. At two weeks of age the baby had had only 
one meconium stool, and he was given an enema 


Figure 3. Microscopic section taken 4 centimeters proximal 
to recto-sigmoid constriction. Note complete absence of myen- 
teric plexi. 


Figure 4. Thin barium, air contrast, and oblique x-ray show- 
ing point of constriction at upper rectum. 


with large results. During his first year his only 
bowel relief was afforded by repeated enemas. From 
the age of one to four years the patient occasionally 
developed diarrhea which persisted for three to ten 
days. It was only during these periods that the 
marked abdominal distention, always present since 
birth, receded. The mother stated that invariably the 
patient felt and played better during the episodes 
of diarrhea than the “normal” times. It was neces- 
sary to administer daily multiple enemas to prevent 
him from distending to a point where he refused to 
eat or became nauseated. During his fourth year of 
life the patient experienced three episodes of pro- 
found abdominal distention unrelieved by enemas, 
vomiting, and extreme lethargy. The patient was 
hospitalized each time, received “‘fluid’’ under his 
skin and “shots,” and responded later to high 
enemas. 

At the time of my first examination, a chronically 
ill, emaciated colored boy, five years old, was pre- 
sented. He weighed 27 pounds and was markedly 
lethargic. General physical examination revealed 
only a markedly distended abdomen in which the 
ascending, transverse, and descending colon could 
easily be outlined. Occasionally discordant _peri- 
staltic waves could be seen or elicited by stroking. 
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The dilated bowel contained a tremendous amount 
of doughy material. 

Rectal examination revealed a normal anus with 
a constricted area some 3 centimeters from the 
anus that would admit the index finger with difh- 
culty. Proximal to this, the examining finger entered 
a smooth dilated viscus, packed with inspissated 
materia! and lined with what felt like normal colonic 
mucosa. 

Laboratory findings suid a hemoglobin of 
9.5 grams and a normal white blood and differential 
count. Blood proteins were 4.2 grams with albumin 
being 2.8 grams. Other blood chemistry was within 
normal limits. 

The patient was hospitalized, placed on multiple 
cleansing enemas of normal saline, and subsequently 
sigmoidoscoped. No organic lesion was demon- 
strated. The anal canal was 3 centimeters in length 
and emptied abruptly into dilated bowel, which still 
contained large amounts of stool. Barium enema 
with thin barium and multiple oblique films re- 
vealed a typical tapered cut-off at the upper anus 
with markedly dilated colon proximally to and in- 
cluding the caecum (Figure 4). 

It was felt that the patient presented the typical 
picture of aganglionic congenital megacolon, and a 
Swenson type operative extirpation of the involved 
colon was recommended. The patient was placed 
upon intensive high protein feeding, whole blood 
transfusions, wide scope antibiotic therapy, repeated 
daily saline enemas, and cathartics. On the date of 
operation the hemoglobin was 12.8 grams, and the 
blood protein was 7.2 grams with 3.9 grams of 
albumin. Upon entry into the abdomen, the colon 
was found to be markedly dilated and hypertrophied 
to the mid transverse colon with moderate dilatation 
extending into the caecum. An area of marked hyper- 
trophy of the colon wall extended from the mid- 
descending colon to an area of constriction at the 


Figure 5. Surgical specimen showing dilated and hyper- 
trophied descending and recto-sigmoid colon narrowing to a 
point of constriction in upper rectum. 
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upper level of the anus (Figure 5). The Hiatt modi- 
fication of the Swenson operation was performed. 
Pathologically there was an absence of myenteric 
plexi from mid colon to upper anus (Figure 6). The 
postoperative course was uneventful. 

Semi-liquid stools were passed from the fifth to 
the tenth days, followed by progressively formed 
stools. Postoperative check visits show that four 
months after surgery the patient had one or two 
formed stools daily, ate lustily, weighed 40 pounds 
and was no different from his playmates in activity. 
His hemoglobin remained over 13 grams and blood 
protein over 7.3 grams. He had had four episodes 
of diarrhea, each occurring during influenzal out- 
breaks in his home, and each readily controlled. 
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THE MONTH IN 
WASHINGTON 


Editor's Note. The following summary of Wash- 
ington news was prepared by the Washington office 
of the A.M.A. for distribution to state and regional 
medical journals. 


When the 84th Congress convenes in January, the 
Eisenhower administration will press for passage of 
at least two bills that failed to get through last ses- 
sion, reinsurance and a new program of medical care 
for military dependents. The former was decisively 
defeated in the House. The latter did not reach a 
vote in either chamber. 

In a radio address summing up his administration’s 
legislative achievements, Mr. Eisenhower confirmed 
that he was prepared to renew the fight next session 
to have the federal government set up a system for 
reinsuring health insurance programs. He declared: 


“Health reinsurance we are going to put before . 


Congress again because we must have a means open 
to every American family so that they can insure 
themselves cheaply against the possibility of catas- 
trophe in the medical line.” 

There have been no indications how far the ad- 
ministration would go in amending the reinsurance 
bill to satisfy its critics. It is possible also that if all 
objectionable features were removed there would be 
little left of the bill. 

At Senate and House hearings, reinsurance was 
roundly denounced by most witnesses, for a variety 
of reasons. A.M.A.’s position was that reinsurance 


wasn’t needed because private funds are available | 


for the limited amount of reinsurance that could be 
used, and that in addition the program projected the 
federal government too far in the direction of control 
of medical care. 

Later in the session, Mr. Eisenhower himself and 
Mrs. Hobby made every effort to win over critics of 
reinsurance, and to force the bill through Congress. 
In the light of these efforts—including a nationwide 
radio appeal by Mrs. Hobby—the defeat of the bill 
in the House of Representatives was regarded as one 
of the most surprising suffered by the administration 
on any domestic legislation. 

Currently Secretary Hobby and Chairman Charles 
Wolverton of the House Interstate and Foreign 
Commerce Committee are attempting to bring to- 
gether all parties interested in health legislation to 
see if a compromise can be worked out on reinsur- 
ance. 

Although the dependent medical care bill wasn’t 
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passed, this fact was not in any way regarded as a 
defeat for Mr. Eisenhower. The bill was offered 
in the Senate in plenty of time for action, but the 
introduction of the House bill was held up until 
Defense Department could estimate the first year’s 
cost, eventually set at $67 million. At any rate, 
neither Senate nor House Armed Services Committee 
held hearings on the measure. 

In another statement, Mr. Eisenhower made it 
clear that he expects the next Congress to do some- 
thing about improving and making more uniform 
the system of medical care for servicemen’s families. 
Congress, he said, “must eventually meet certain 
imperative needs of the members of the armed 
forces.” He explained that servicemen now “lack 
adequate medical care for dependents. . . . It is 
most important that these needs of the armed forces 
personnel serving their country, often in remote 
corners of the world, engage our serious considera- 
tion.” 

Although the A.M.A. has not had an opportunity 
to testify on the dependent care plan before Con- 
gressional committees, it has made its views known 
to the Defense Department. In general the A.M.A. 
is not opposed to Defense Department proposals 
that a more uniform system be worked out, and that 
the federal government bear most of the cost. On one 
important point, however, the recommendations of 
the department and of the A.M.A. are in direct 
conflict. The department would have the military 
medical departments themselves furnish dependent 
medical care wherever they could, with service fam- 
ilies going to private physicians and private hospitals 
only where the uniformed physicians couldn’t handle | 
them. The A.M.A., on the other hand, proposes that 
dependents be cared for by military medical depart- 
ments only where civilian medical facilities are inad- 
equate to furnish proper care. j 

Federal officials, meanwhile, are busy preparing 
to put into effect the new health bills passed by 
Congress. Basic state allotment percentages have 
been worked out for the new Hill-Burton program 
(for facilities other than complete hospitals) and 
for the expanded vocational rehabilitation program. 
The Internal Revenue Bureau is about to issue de- 
tailed instructions to taxpayers regarding changes 
in medical expense deductions and other benefits in 
the new tax law. 


Several large contributions from state medical 
associations have boosted the American Medical Edu- 
cation Foundation nearer its goal of two million 
dollars in 1954. 

The California Medical Association recently con- 
tributed $100,000. Another large contribution came 
from Arizona in the amount of $7,230, en 
$10 per member. 
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PRESIDENT’S PAGE 


Dear Doctor: 


Previous presidents have commented upon the committee effort con- 
ducted by this Society, and even with some knowledge of the subject I 
have been impressed with the scope of such activity. Some committee is 
in session on almost any Sunday of the year, and a few weeks ago three 
were meeting simultaneously. 

Attendance at these meetings is surprisingly good. Members come from 
all over the state, not only giving up their time but incurring some con- 
siderable expense in this effort. Discussions are serious and thoughtful 
and constructive. Nearly every progressive project undertaken by the 
Society is the product of committee planning, which this year again will 
be demonstrated in action. . 

Even that is not the most surprising fact. The wide contact of these 
committees with other organizations makes their influence extend far 
beyond the confines of our membership. Groups meet with representatives 
of other professions, with a variety of business leaders, with govern- 
mental agencies, and with voluntary health associations. Through this 
united effort, contacts are made that are of inestimable value to each of us. 

The only disturbing factor in this otherwise completely bright picture 
is that so much of our productive effort is contributed by so few. As your 
president I urge each member to participate in these activities. You are 
welcome to attend any meeting at any time. You will be placed on any 
committee on which you wish to serve, or your ideas for committee 
activity will be most gratefully received. I would be pleased to hear from 
you. 


Yours, 


| 
} 
| 
{ 
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EDITORIAL COMMENT 


MATERNAL MorTALITY STUDY 
July 1, 1954, marked the beginning of a new 


method for the study of maternal mortalities in 


Kansas. This program will be executed by the com- 
bined efforts of the Kansas State Obstetrical Society, 
the Maternal and Child Health Division of the Kan- 
sas State Board of Health, and the Committee on 
Maternal Welfare of The Kansas Medical Society. 
The study of maternal mortality has long been 
one of the primary functions of the Maternal Wel- 
fare Committee. Although the study has promoted 
some interesting discussions in numerous meetings, 
the committee has felt that the study was deficient in 
several respects. The maternal mortality question- 
naire in the past has been inadequate in scope and 
execution. The long delay between the maternal 
death and the study by the committee resulted in the 
loss of considerable information which would have 
‘influenced the assignment of responsibility. Inter- 
esting and educational points evolving from the 
study were not applied in a manner to improve 
obstetrical care or promote obstetrical education. 
The present study, it is hoped, will correct all of 
these deficiencies. Deaths occurring during preg- 
nancy, within three months after delivery, or at a 
later time if the pregnancy might have been a factor 
in causing the death, will be included in the study. 
A completely new and expanded questionnaire 
will be used in obtaining information about each 
maternal death. This questionnaire has been adopted 
following examination of several if use in other 


states and is patterned after that currently in use in - 


Minnesota. The members of the committee have no 
greater love for filling out voluminous forms than 
their fellow practitioners, especially when the sub- 
ject matter pertains to the unpleasant facts of a med- 
ical tragedy. It is thought, however, that information 
obtained from this type of questionnaire warrants 
the full co-operation of the committee as well as 
the attending physician. Therefore, it has been 
agreed that a member of the Kansas State Obstetrical 
Society will be designated to contact personally the 
attending physician in each case and assist him in 
the completion of the questionnaire. Members of 
the Maternal Welfare Committee have volunteered 
to assume this task in earlier phases of the study. 
The loss of time in initiating the questionnaire in 
any particular case diminishes the total information 
and subsequent value of the study. The committee is 
requesting that maternal deaths be reported immedi- 
ately to the chairman of the committee or to the 
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Maternal and Child Health Division of the Kansas 
State Board of Health. This, of course, does not 
preclude the necessity of completing the official 
death certificate; it is merely a means of transmit- 
ting information about the death to the interested 
parties as quickly as possible. 

The chairman will contact a member of the com- 
mittee and request his co-operation in completing the 
questionnaire. The questionnaire then will be sub- 
mitted to the committee without identification of the 
attending physician. The case will be discussed as 
such cases have in the past and, from the discussion, 
assignment of responsibility will be made and any 
points of educational value will be developed. The 
physician involved will be advised of the commit- 
tee’s opinion in the hope that it may offer him guid- 
ance for future problems. 

Cases of unusual interest or instructive value will 
be discussed anonymously at meetings of the Kansas 
State Obstetrical Society. It is planned that—again 
anonymously—abstracts of these cases may be pub- 
lished in the JOURNAL for purpose of wider distri- 
bution of the information. 

Members of The Kansas Medical Society who at- 
tended the annual meeting in Topeka in May had 
the opportunity to see a graphic presentation of the 
plan prepared through the co-operation of the inter- 
ested groups. It is planned that each physician in 
the Society shall receive a copy of the questionnaire 
for his perusal in the near future. 

The aim of the committee in pursuing this study 
is the development of better maternal care. It feels 
that no maternal death can occur without presenting 
some element of information of value in the man- 
agement of the health of a pregnant woman. It is 
hoped that any physician contacted in such a case 
will accept the study in the spirit intended, not 
necessarily as a criticism or disciplinary procedure. 


FEDERAL AID IN KANSAS 
PART I 


During the months to follow, the JoURNAL will 
publish a series of articles discussing federal aid for 
programs operating in this state. A brief series con- 
cluded in September recorded federal expenditures 
for health. This is related but projects the discussion 
in a different direction. Here will be listed not only 
health but all federal participating programs as they 
operate in this state. 

The material is taken from two sizable reports. 
The first is a 50-page mimeographed “Tentative Re- 
port of Kansas Commission on Federal-State Re- 
lations.” This was created by Gov. Edward F. Arn on 
October 13, 1953, in co-operation with the Pres- 
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ident’s Commission on Intergovernmental Relations. 
The second is a 44-page report by the Kansas State 
Chamber of Commerce entitled “Basic Summary of 
Federal Grant-in-aid Programs in Kansas 1953.” 

The JOURNAL proposes this to be factual and will 
make no comment on any program here described 
except to quote from the above-mentioned reports. 
The purpose of this series is to acquaint The Kansas 
Medical Society with Kansas projects that have fed- 
eral money and to describe how this money is re- 
ceived and disbursed. 

It should be mentioned that figures will indicate 
money actually spent in Kansas, rather than how 
much was allocated. A further point of explanation 
concerns the difficulty of accurate classification be- 
cause of overlapping and differences in policy. For 
example, the Superintendent of Public Instruction 
is responsible for the school lunch program, but the 
Board of Social Welfare reduces the cost by dis- 
tributing surplus federal foods, which in turn affects 
farm price supports. Then, in another way, the Board 
of Health is also involved. 

The story described in this series will be as ac- 
curate as possible without resorting to almost endless 
minor exceptions and qualifications. Should further 
information be desired, this may be obtained by 
writing the JOURNAL. 

In 1953 Kansas participated in 35 federal grant-in- 
aid programs. Some $41,500,000 federal funds were 
received and spent by 13 separate state agencies. In 
the use of this money, Kansas spent $25,000,000 
from the state treasury, and local governmental units 
spent at least $16,000,000. This last figure is fre- 
quently not available, so the total is actually larger 
than listed. It is correct to say that Kansas matched 
from state and local accounts everything the federal 
government gave even though the matching formula 
varies widely. 

As will be shown in subsequent issues, the degree 
of federal control varies also. In some cases only 
a co-operative agreement is required. Other federal 
grants are made upon rigid stipulations which must 
be adhered to. 

On January 30, 1954, the Kansas Commission 
adopted six basic principles as guides for future 
recommendations. These, while not strictly within the 
scope of this study, may show Kansas thinking with 
reference to the over-all subject of federal aid. At 
least, it is the thinking of the 15 men and women 
representing the governor's commission. 

The first is that the cost of government will con- 
tinue to rise at all levels unless there is a halt in 
establishing new government operated or subsidized 
programs and unless overlapping and duplication are 
adjusted. Second, the Commission sees its effort as 


most effective in the correction of overlapping 
services. 

Third is the belief that correction of these con- 
ditions can best be achieved if a single level of 


government will collect the revenue for and admin-— 


ister the operation of a specific program. Co-opera- 
tion between the various levels of government should 
not depend upon financial considerations so that 
federal aid will cease to be federal control. 

Fourth is the recognition that such changes cannot 
be made hastily but that the gradual realization of 
these basic aims will prove the best course of action. 

Fifth is that the Commission does not desire to 
curtail existing functions that are of service to the 
progress, health, welfare, or education of Kansas 
but that it hopes to reduce wasteful operations and 
expenditures. 

Sixth, ‘‘We believe that the trend of centralization 
and financial domination by the federal government 
weakens the state and local government and that a 
reversal of this trend will not only strengthen the 
state and local governments, but will make a stronger 
national government.” 

The next article in this series will discuss federal 
grant-in-aid projects in Kansas relating to agriculture. 
Subsequent subjects will be education, health, high- 
ways, welfare and other programs. 


UNITED FUNDS 


There is a movement abroad in the land which 
physicians might well take note of. It has various 
names, United Fund being the most common. The 
philosophy is simple. Since there are so many fund 
campaigns of various sorts, the simple thing seems 
to be to lump all fund drives into one super fund 
for all causes. 

Admittedly, the problem is complex, but the solu- 
tion is not. Let’s examine some of the facts, both 
pro and con. On the pro side of the ledger are: 

1. Simplification of the fund-raising process, with 
easy supervision of the entire structure by a central 
budget and planning committee. 

2. Fewer workers having to give time again and 
again to the various agencies. 

3. Greater public acceptance (so it is claimed), 
since there is theoretically only one giving per year. 

4. Lower campaign costs (either by having profes- 
sional fund-raising guidance or by combining into 
one structure). 

Here are some of the arguments against the single 
United Fund: 

1. Loss of identity of the participating agencies. 
The people who raise the money are the ones most 
interested in its expenditure. 
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2. Rapid leveling off of the top limit of income, 
which is set by the budget committee of the Fund. 
Agencies with a relatively large financial potential 
are soon hamstrung by an inability to grow. This is 
particularly true of the health agencies which are 
just now beginning to burst forth with a real flower. 
You know what research means to the health of 
this country. It’s expensive, but is, of course, the 
ultimate answer. 

3. The United Fund takes away the very vital 
right of choice of the donor. Individual agencies 
are founded on the premise that the public will in- 
vest in research and good health, and the resultant 
loss of the right to choose can and does stifle growth. 

4. Most national agencies have their own cam- 
paign structure and can conduct a campaign without 
exorbitant costs. When the total income of agencies 
campaigning outside United Funds is taken, the 
same percentage is used for campaign (since they 
all make much more in their own drive). 

5. The trend toward centralization of fund-raising 
is One more step toward a centralized control which 
is undesirable. Where does it stop? The govern- 
ment ? 

6. By what right do a few persons in a com- 
munity take it upon themselves to regulate giving? 


Whose right is it to tell a donor how much he must 
give? (The common demand of United Funds is one 
and one-half days pay. How many can or will part 
with that much at one swoop? How many will give 
much more to various agencies, if spread over a 
period of months ?) 
Further, what right does a small, select group in 

a community have to regulate the budget of any 
agency, when the board of directors of that agericy 
gives a great deal of time and effort in concentrated 
study of the specific problem? Who is qualified to 
judge matters—especially in the health field—the 
laymen on the local United Fund board, or the 
board of directors of the agency? In all of the health 
agencies, Kansas physicians play a prominent role 
in guidance. Most have doctors of medicine for their 
president. 
As mentioned, the problem is complex. It appears 
that members of the medical profession, by exercising 
their rights as citizens of a community, can help bring 
an enlightened answer to the problem. Time waits 
for no man, and the United Fund movement is 
gaining momentum. Now is the time, if your town 
or county is planning a United Fund, to take action. 
Gerald L. Shannon, Executive Secretary 

The Kansas Heart Association 


terested in contacting these physicians may write to 


John S. Anderson, M.D. 
814 Greenway Court 
Wichita, Kansas 


5437 Neosho 
Kansas City, 


Lewis George Allen, M.D. 
3137 North 54th Street 
Kansas City, Kansas 


Robert S. Brown, M.D. 
5009 51st Terrace 
Mission, Kansas 


George G. Browning, M.D. 
316 South 8th Street 
Humboldt, Kansas 


Dean C. Chaffee, M.D. 
417 N. W. Third 
Abilene, Kansas 


SERVICE SEPARATIONS 


As a service to physicians and communities in this state desiring additional medical personnel, the 
Journal of the Kansas Medical Society will publish in this column each month the names of medical 
officers who will shortly be separated from the armed forces. These are men who volunteered from 
Kansas, and many of them will probably be interested in finding locations in this state. Anyone in- 


Charles A. ‘Crockett, M.D. 


Raymond G. Elliott, M.D. 
6136 Reinhardt Drive 
Mission, Kansas 


Tex Elholm Fury, M.D. 
425 Putnam Avenue 
Salina, Kansas 


Henry S. Haerle, M.D. 
Marysville, Kansas 


Wayne E. Hird, M.D. 
102 North Byron Road 
Wichita, Kansas 


the address here given. 


Robert A. Jelinek, M.D. 
506 Chestnut Street 
Kansas Leavenworth, Kansas 


Earl G. Padfield, Jr., M.D. 
4412 West 70th 
Prairie Village, Kansas 


Perry D. Petterson, M.D. 
3717 East Murdock 
Wichita, Kansas 


Robert L. Satterlee, M.D. 
Macksville, Kansas 
William C. Swisher, M.D. 


2920 Sennett 
Wichita, Kansas 


Robert E. Young, M.D. 
2400 North 38th Street 
Kansas City, Kansas 
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Recent Trends in Therapy of Carcinoma of the Breast 


Tumor Conference 
Edited by Bernard Klionsky, M.D., and Chauncey G. Bly, M.D. 


Dr. Stowell: We are fortunate to have a number 
of specialists and authorities visiting our tumor con- 
ference today. These men are Coordinators of Cancer 
Teaching in their respective medical schools and have 
been invited to participate in today’s discussion. 

We have two cases today which emphasize cer- 
tain current approaches to the problems in therapy 
of breast cancer. Dr. McClure, would you tell us 
about the first patient, please? 

Dr. McClure: This patient (Case No. 53-80) is 
a 56-year-old white unmarried woman. She dates 
the onset of her present illness to an episode six 
years ago, when she was struck in the chest by a 
box full of shoes. She had no symptoms, however, 
until one year ago, when she first noted the appear- 
ance of a mass in the midline just over the xiphoid 
process. This mass was tender from the outset and 
gradually increased in size. She was informed by a 
number of physicians and osteopaths that it was 
probably nothing serious. One of them was said to 
have performed some sort of tests on her-blood and 
to have then informed her that it was a tumor but 
not a cancer. She was first seen here after the mass 
had continued to enlarge and become more and more 
painful. 

Her past history and family history are noncon- 
tributory. Physical examination is entirely negative 
except that she has this 6 cm. mass over the xiphoid 
process on the chest. This mass is firm, erythematous, 
and somewhat painful to touch. It is fixed to the 
underlying tissue structures. There are no palpable 
masses in either breast or in either axilla. She is in 
the hospital at present for diagnosis and treatment 
as indicated. 

Dr. Stowell: Dr. Miles, would you like to com- 
ment about this patient or about the diagnoses which 
your surgical group has been considering? 

Dr. Miles: We are not certain yet that this is a 
breast tumor. The mass is certainly not that of the 
typical breast carcinoma. We have given serious 
consideration to the possibility that this mass is a 
sarcoma arising from the midline chest wall. Our 
plans are to biopsy this mass first for pathologic 
diagnosis. If this is proved to be mammary car- 
cinoma, it is in a location where the ordinary sur- 


_ Cancer teaching activities at the University of Kansas Med- 
ical Center are aided by grants from the National Cancer Insti- 
tute and the Kansas Division of the American Cancer Society. 

Dr. Klionsky is a Trainee of the National Cancer Institute. 


gical approach is unsatisfactory. We may then pro- 
ceed with a partial resection of the chest wall or 
with a radical mastectomy and removal of the ster- 
num. 

Dr. Stowell: Dr. Nathanson,* would you comment 
relative to this case? 

Dr. Nathanson: Have x-rays of her skeletal sys- 
tem been made? 

Dr. McClure: She has had many recent x-rays of 
her chest, all of which are normal. 

Dr. Nathanson: Naturally, I would like to have 
examined the patient more thoroughly than time 
permitted. My first impression on gross inspection is 
that this is a carcinoma arising in the medial portion 
of peripheral breast tissue. However, I agree that 
some manifestations are suggestive of a sarcoma. 
Certainly in considering curative surgical therapy 
for this patient one would have to entertain the pos- 
sibility of resecting the internal mammary chain. 
This tumor is located in an area where spread often 
includes direct invasion or involvement of the inter- 
nal mammary and other mediastinal lymph nodes. 

I would be interested in what Dr. Newell+ has to 
say concerning the possible value of radiation ther- 
apy in this case. 

Dr. Newell: We too would wait until a diagnosis 
had been made on a biopsy specimen. Let us assume 
that the diagnosis proves to be adenocarcinoma of 
the breast. If there are metastases within the chest, 
with all due respect for Dr. Nathanson’s skill and 
hopefulness, I am skeptical that we could find a 
patient with such spread of the cancer who could be 
cured by removing the primary tumor and the 
metastases in the internal mammary chain of nodes. 
In our experience, one cannot expect to cure a 
patient by operation if mammary cancer has metas- 
tasized to supraclavicular nodes. Do you know of any 
patients who have been cured by surgery after the 
cancer has spread from the breast into the supra- 
clavicular nodes? 

Dr. Nathanson: Yes, I know of such cases, but 
have never personally seen any. Halsted! in his 
original description claimed apparent control of the 
tumor after supraclavicular resection in patients 
with involved lymph nodes in this area. At the time, 


*Dr. Ira T. Nathanson, Department of Surgery, Harvard 
Medical School, Boston. Deceased May 3, 1954. 

+ Dr. R. R. Newell, Department of Radiobiology, Stanford Uni- 
versity School of Medicine, San Francisco. 
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this revived interest on our part, but our results 
continued to be poor. I think you may have mis- 
understood me about the possibility of curing a 
patient by resection of the internal mammary chain 
of lymph nodes. I don’t entertain any great hope 
for this procedure, but I think it is feasible to try it. 

Dr. Newell: I am enthusiastic in supporting sur- 
gical investigation, and I don’t think that these rad- 
ical procedures should be abandoned. I’m just pre- 
dicting that surgery will not cure the patient in such 
a case. Neither will radiation produce very many 
cures, if any, where there are deep lymph node 
metastases, although it may arrest the tumor for 
many years in some cases. 

We are fortunate that in talking about cancer of 
the breast we have, as a group, seen enough patients 
so that we can talk intelligently about the percentage 
chances of a given outcome in a given patient. I 
like very much the objective approach which Dr. 
Haagensen uses. Probably all of you who have had 
anything to do with cancer are acquainted with his 
magnificent monograph on the diagnosis and treat- 
ment of cancer of the breast.? His study appeals to 
me particularly because, in each case returning with 


‘recurrence of cancer, he has carefully studied the 


complete situation to discover which circumstances 
or signs would be important in the prediction of 
recurrence. In his Table 1, he lists eight groups of 
cases of cancer of the breast in which surgery did 
not achieve a single permanent cure. He concluded 
that these eight groups of cases with breast cancer 
were categorically inoperable, i.e., radical mastectomy 
would be futile: 


. Extensive edema of skin over the breast 

. Inflammatory carcinoma of the breast 

. Carcinoma developing during pregnancy or lacta- 
tion 

. Satellite nodules in skin over the breast 

. Intercostal or parasternal nodules 

. Edema of the arm 

. Proved supraclavicular metastases 

. Distant metastases 


We have seen a few exceptional survivals in some 
of our own cases which would belong in the first 
group of cases. We might consider the problem of 
trying to place today’s first patient into one of the 
above categories on the basis of superficial gross 
examination, assuming that she has breast cancer. 
Biopsy and further exploration may produce findings 
which will place her in group 1, 5, or 8. Or she 
may now fit into Haagensen’s ninth category, where 
the patient shows two or more of the five following 
signs of locally advanced carcinoma: skin ulceration, 
limited skin edema, solid fixation to chest wall, 
large (2.5 cm.) axillary nodes containing metastatic 


cancer proved by biopsy, fixation of axillary nodes 
to skin or deep tissues. 

I was surprised to find the skin not fixed over the 
breast tumor in this patient. I would have expected 
to find it, but it cannot be demonstrated. There is 
fixation to deep tissue structures. She does not have 
palpable metastases in the axilla or other areas. 
Accordingly, one might stretch a point and decide 
that this is perhaps operable, after all, by removing 
that portion of the chest wall. I would agree with 
Dr. Nathanson that this might well be a reasonable 
thing to do. I wish again that we had more clinical 
investigators who would go through the findings in 
a purely objective fashion so that we can know 
which are the important findings by observation of 
enough cases. 

Has anyone else here had personal experience 
with cases in which there have been metastases to 
supraclavicular nodes or to mediastinal lymph node 
chains, and in which there has been a satisfactory 
period of survival following radical resection of 
these areas of spread? 

Dr. Hitchcock:* I’d like to discuss with you Dr. 
Wangensteen’s rather radical approach to the problem 
of breast cancer. His idea was that the operation for 
spreading breast cancer may be extended beyond the 
standard Halsted type of radical mastectomy to in- 
clude a dissection of supraclavicular, mediastinal, in- 
fraclavicular, subclavicular, mediastinal and internal 
mammary lymph node chains. In this type of case, 
he does first a standard Halsted type of radical mas- 
tectomy, including removal of the axillary contents. 
Then he makes a midline incision and splits the 
sternum. This permits the clavicle to be reflected 
and the chest wall to be opened to permit access to 
the entire mediastinal, internal mammary, and supra- 
clavicular areas. 

Of the patients with breast cancer who have metas- 
tases in axillary nodes, about two-thirds also have in- 
volvement of supraclavicular and internal mammary 
nodes. The internal mammary lymph nodes particu- 
larly are frequently involved in those cases where 
the tumor is placed medially. Deeper and posterior 
mediastinal structures have rarely been involved. 
This procedure has been done now on about 60 
patients since it was started three and one-half years 
ago, and it’s too early yet to tell what the ultimate 
data on survival will be. 

Personally, I am not altogether satisfied with it 
yet since the results, in terms of patients permanently 
free of cancer, ate not as good as we would like 
to see. Only about 30 to 35 per cent of the patients 
are still clinically cancer-free, three to three and © 
one-half years after the operation. We would prefer 


* Dr. Claude R. Hitchcock, Department of Surgery, University 
of Minnesota Medical School, Minneapolis. 
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One of the notable qualities of ACHROMYCIN, 
the Lederle brand of Tetracycline, is its advantage 
of minimal side effects. Furthermore, this true 
broad-spectrum antibiotic is well-tolerated by all 
age groups. 


In each of its various dosage forms, ACHROMYCIN 
provides more rapid diffusion for prompt control 
of infection. In solution, it is more soluble and 
more stable than certain other antibiotics. 


ACHROMYCIN has proved effective against a wide 
variety of infections caused by gram-positive and 
gram-negative bacteria, rickettsia, and certain 
virus-like and protozoan organisms. 


ACHROMYCIN ranks with the truly great thera- 
peutic agents. 


HYDROCHLORIDE 
Tetracycline HCI Lederle 


Pearl River, New York 


@REG. U.S. PAT. OFF. 
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Figure 1. Cords of poorly differentiated adenocarcinoma of the 
breast (Case 53-80) permeating lymphatics and invading sub- 
cutaneous areolar tissue and pectoralis muscle. Hematoxylin and 
eosin stain. X 92. 


to succeed in 70 to 80 per cent of cases. We are 
continuing to do this procedure in carefully selected 
patients. 

Dr. Nathanson: What are your criteria for selec- 
tion of patients to receive this operation? 

Dr. Hitchcock: For one thing, we don’t use it on 
patients who have known widespread metastases. In 
considering today’s first patient, I would suggest a 
complete bone survey for metastases. By that I mean 
x-fay examination of the complete vertebral column, 
ribs, sternum, pelvis, and upper ends of the femora. 
I would do all that, as well as a good history and 
physical examination, in order to rule out, so far as 
possible, any distant metastases. We might add that 
the cases which have been selected for mediastinal 
dissection are either those that have had regional 
involvement at the time of the original operation or 
those in whom axillary involvement was subse- 
quently found. 

Dr. Nathanson: I would like to support this 
emphasis on the more objective criteria of selection. 
So often it is easy for us to argue the points about 
clinical staging based only on physical examination. 
Even in some of our clinics of highly trained exam- 
iners with long experience and skill in the physical 
examination of breasts and axillae, the purely clinical 
staging and prognosis may be variable and fallible. 
One of our most difficult problems, in deciding 
what degree and nature of radical surgery will be 
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necessary, is related to the common and typical car- 
cinoma of the breast. This usually shows a primary 
nodule 2 cm. or so in diameter in the upper outer 
quadrant and one or two palpable axillary nodes 
ranging up to 11/, cm. in diameter, a non-specific 
size which is not necessarily diagnostic of lymph 
node metastases. 

So often patients have lesions of that character, 
and subsequently in their course one or two nodes 
become definitely involved. Even so, this group of 
patients with one or two axillary nodes involved by 
cancer of the breast may have a high percentage of 
survival, ranging up as high as 60 per cent at five 
years after standard radical mastectomy. 

Editorial Note: Examination of the biopsy speci- 
men removed from this patient the next day re- 
vealed adenocarcinoma with invasion of skin. Three 
days later, surgical procedures included a right 
simple mastectomy, left radical mastectomy, removal 
of the sternum, and dissection of the internal mam- 
mary nodes. The carcinoma of the left breast had 
invaded pectoral muscles and lymphatics (Figure 1), 
extended to the sternum and to the right breast 
tissue, and was found in one of the internal mam- 
mary nodes examined but in none of the left axil- 
lary or left thoracic lymph nodes. Seven months 
postoperatively, a skin ulcer at the site of mastectomy 
contained recurrent carcinoma. 

Dr. Stowell: Let us move on to the second patient. 
Dr. Miles will present the history. 

. Dr. Miles: This woman (Case No. 53-81) was 
37 years old when first seen in our clinic three 
months ago. During the third month of her first 
pregnancy, at the age of 29, she noticed a lump in 
the upper outer quadrant of her left breast. Follow- 
ing biopsy, a radical mastectomy for mammary car- 
cinoma was done. Although postoperative radiation 
therapy was given to the chest wall, axilla, and 
ovaries, the pregnancy continued to an uneventful 
delivery of a normal baby. The patient had hot 
flashes following the radiation to the ovaries. No 
hormones were administered to inhibit lactation, but 
endocrine therapy with testosterone was begun one 
year after the mastectomy and was continued for 
four years. She noted voice changes during the first 
year of androgen therapy and menstrual periods 
during the fourth year, before discontinuing therapy. 

At this time, five years postoperatively, she de- 
veloped pain of a nature which suggested skeletal 
metastases, although such lesions could not be dem- 
onstrated radiographically. Surgical castration at that 
time resulted in alleviation of pain for about one 
year. Several courses of radiation therapy have been 
administered during these years, particularly to ver- 
tebrae, with relief of pain. 

About three months ago she was referred here 
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for consideration of bilateral adrenalectomy, almost 
nine years since her radical mastectomy. X-ray films 
showed compression fractures of the tenth thoracic 
and the third lumbar vertebrae; a large mass in the 
base of the right lung was considered to be a metas- 
tasis. At that time she was in severe pain. We dis- 
cussed the contemplated procedure at some length 
with the patient, explained that it was experimental, 
and pointed out to her that there had been some 
good as well as some unsatisfactory results. 

Two months ago a bilateral adrenalectomy was 
done at one stage. After surgery this woman was 
almost euphoric. We suggested to her that initially 
perhaps there would be a large psychic element in 
this feeling of relief and well-being. However, I 
am glad to say that thus far she is still free of pain, 
65 days postoperatively. We had planned further 
irradiation of her vertebrae, but she is pain-free at 
present so we will reserve that for the future. We 
are sure that she will need it later on. She is my 
third patient who has had complete relief of pain 
following bilateral adrenalectomy. One has been 
pain free for over six months. 

We are presenting her case for several reasons. 
Most unusual is the length of her survival with 
carcinoma of the breast, diagnosed and treated dur- 
ing pregnancy, and with known widespread metas- 
tases for several yéars. She is well adjusted to her 
situation. She is now taking 50 mg. of cortisone and 
2 mg. of desoxycorticosterone daily. 

How much pain were you having when you came 
here, Mrs. B.? 

Patient: I was in such pain that I didn’t care 
whether I lived or not. I couldn’t take it any more. 
When it was really bad, I had to have someone help 
me up and undress me. I had to have pillows prop- 
ping me up all over, and it was still terrible. Em- 


pirtin and codeine pills didn’t have any effect on the 


pain, even for an hour. 

Dr. Tice: Have you coughed up any bloody 
sputum at any time? 

Patient: Yes, about six or seven weeks ago in the 
hospital, I was sleeping on my side, woke up cough- 
ing, and spit up a little blood for the first time. It 
hasn't happened again since then. 

Dr. Stowell: Dr. Helwig, would you tell us the 
significant pathological findings in the specimens 
removed at surgery? I believe also that Dr. Tice 
has some pertinent films illustrating some of the 
lesions. 

Dr. Helwig: This was a classical adenocarcinoma 
of the breast which had metastasized to both adrenals 
(Figure 2) and to a sympathetic ganglion near one 
adrenal. Several nodules of tumor up to 2 cm. in 
diameter are present in these tissues. 

Dr. Tice: These films, taken elsewhere, show a 


Figure 2. One of many nodules in the adrenals, showing fairly 
well-differentiated adenocarcinoma from the breast (Case 53-81). 
Hematoxylin and eosin. X 92. 


normal-appearing chest seven years ago, but radio- 
lucent areas in many of the bones, indicating wide- 
spread skeletal metastases two years ago. Our film 
of her chest taken two months ago shows this 2-3 
cm. mass in the basilar portion of the right lung. 
She may well expect to cough up occasional blood- 
tinged sputum again in the future. Metastatic in- 
volvement seems to be particularly prominent here 
in the lumbar spine and dorsal spine. 

Dr. Stowell: There are many interesting facets 
of this case. I’d like to ask Dr. Nathanson if he 
would again open the discussion, please. 

Dr. Nathanson: As Dr. Miles has said, this is an 
unusual clinical course for a patient with carcinoma 
of the breast beginning during pregnancy. Preg- 
nancy per se is apparently no longer a contraindi- 
cation to radical mastectomy. We have several cases, 
operated on during pregnancy, who have lived five 
years. I’m sure that many others of you here know 
of a few patients who have also survived for five 
years. 

We've been interested in methods of castration 
for many years. The technique of radiation castration 
has survived, to a certain extent, in our own insti- 
tution, although we were very unhapy with it in the 
1930's. At that time, many patients who had tre- 
ceived radiation to the ovaries initially had hot 
flushes and changes in the vaginal cytology char- 
acteristic of castration, but in time the menses re- 
turned. Studies of the amounts of estrogenic hor- 
mone excreted in the urine by these patients re- 
vealed that they were not the same as surgical 
castrates because they had fluctuations of estrogens 
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in the urine. Indeed, by following the urines, one 
could predict a resumption of menstruation in a 
number of these patients. The order of magnitude 
of radiation dose given in those days was calculated 
to be approximately 400 to 600 r delivered to the 
ovaries. It was harder to cause cessation of ovarian 
function in young women and in fat women, for 
obvious reasons. 

We therefore began to re-evaluate surgical castra- 
tion which had been performed commonly in the 
early 1900's but had fallen into disrepute because 
the results were not consistent and because there was 
a high morbidity and a certain mortality. No one had 
re-explored the procedure with any degree of con- 
sistency under the regimen of modern surgical tech- 
nique. At the same time, we ran two parallel series, 
using surgery in one and giving larger doses of 
radiation of the order of magnitude of 1,500 and 
2,000 r delivered to the ovary in the other. We 
have seen no resumption of menstruation in either 
series. 

Whether surgical castration or a large dose of 
radiation is the better method of ablating ovarian 
function, I am not prepared to say. There is some 
good evidence, however, from work done in our 
laboratory by Dr. Engel and others, that it may be 
beneficial to retain some part of the ovarian func- 
tion. For example, the stromal apparatus may secrete 
a hormone, unidentifiable as yet but suspected by 
many workers, which may be inhibitory to breast 
cancer. I say this because we have been impressed 
clinically by apparent acceleration of breast cancers 
in a number of cases following surgical castration. 
This is paradoxical because usually we have noted 
obvious regression of breast cancer following cas- 
tration. 

Very obviously, this present patient did not have 
complete cessation of ovarian function after radia- 
tion, and that is why surgical castration was car- 
ried out. The patient therefore showed a satisfactory 
response to castration with relief of pain for about 
a year. She did not have demonstrable skeletal 
metastases, but they were suspected. The tumor was 
leisurely in its course, unusual in a woman of this 
age. 

I would not want to make any rules about re- 
sponse to hormonal methods of therapy, but the 
slow-growing tumor that recurs late is usually re- 
sponsive. The effect of testosterone was hard to 
evaluate in this patient since we don’t know the 
dosage levels. I certainly would have strongly fa- 
vored doing an adrenalectomy in this case where 
every other course had been exhaustively tried. How- 
ever, I think that one still has to regard adrenalec- 
tomy with a certain amount of conservatism. One 
cannot so treat every patient with signs of recur- 


rence. As you have noted in this patient’s course, 
much more conservative measures succeeded in alle- 
viating her symptoms and signs for a long period 
of time, and in many other individuals we see the 
same thing. Only when all other chemotherapeutic 
measures have been exhausted, and the tumor has 
adapted itself to each new environment, would I 
consider the more serious procedure of adrenalec- 
tomy. This permanent removal of adrenal tissue 
imposes upon the physician serious medical and 
secial responsibilities for the care of the patient, 
for that patient is entirely and continuously depend- 
ent upon medical guidance for the maintenance of 
her life. 

In our own hospital we have performed about 
15 bilateral adrenalectomies. The main purpose was 
to see what we could find out about cancer of the 
breast. These patients have all been studied thor- 
oughly in the laboratories. The point that Dr. Miles 
made about pain is one that is obvious and gratify- 
ing to everyone who has tried adrenalectomies as a 
last resort. The interesting relief of pain, which 
comes quickly after the operative procedure, is much 
like that seen following orchiectomy in cases with 
prostatic cancer and pain. Patients cannot be talked 
out of it because they really do feel better. 

The question has arisen, however, as to whether 
the euphoria and relief of pain are really due to 
adrenalectomy or to the administration of cortisone, 
particularly in the postadrenalectomy stage. At the 
level of 50 mg. of cortisone which this patient is 
now receiving each day, one does not expect to see 
much euphoria, although it may occur. We have re- 
cently revived our interest in the use of cortisone 
itself as definitive therapy in patients with advanced 
breast cancer. We are now using much larger doses 
than we did several years ago when the material 
was expensive and not readily available in large 
quantities. We, as well as others,* have been able to 
produce euphoria and relief of pain in some people 
by the use of cortisone alone. This constitutes a 
partial “‘medical adrenalectomy,” secondary to the 
suppression of pituitary trophic factors such as 
adrenocorticotropin (ACTH). Although I believe 
the term “medical adrenalectomy” is poor, I think 
this is an important procedure to consider. 

Jn Stockholm a neurosurgical group under Dr. 
Herbert Olivecrone has recently performed about 30 
hypophysectomies in patients with breast cancer. 
They have noted favorable responses in about one- 
third of the patients. However, they have not eval- 
uated such important effects as suppression of 
ovarian and adrenal functions by the hypophysec- 
tomy. These procedures are highly experimental and 
have not been used long enough to evaluate fully. 


They are palliative, and I do not think any of them 
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will provide the answer to the permanent control of 
mammary cancer. I personally believe that any shift 
in hormone balance, however produced, may result 
in regression of a hormone-dependent tumor, al- 
though the tumor may never be completely de- 
stroyed.® 

I will cite the course of one patient that I think 
might be a case in point. In 1949, testosterone pro- 
duced a striking response in a patient with extensive 
skeletal metastases. She had previously been bed- 
ridden, but within a matter of a few months she 
was able to work in her garden. In 1950 she re- 
turned to the clinic with large masses and radio- 
lucent areas in her skull and tissue masses in the 
preauricular and peristernal areas. All treatment was 
stopped. In six months, all of the known lesions 
regressed, without any further treatment. Had we 
done an adrenalectomy, or had we given estrogen 
therapy at that time, we would have attributed the 
favorable response to the specific therapy. 

In July of 1951, her liver, which had always been 
palpable, suddenly became markedly enlarged and 
nodular. However, we did nothing about it until 
September, when her liver filled the entire ab- 
domen, and one could see the irregular masses 
bulging beneath the abdominal wall. She was mark- 


edly icteric and bedridden. At this time she was 


given ethylene estradiol. The jaundice disappeared 
and the liver shrank to about half its size. This pa- 
tient was later being considered for adrenalectoray, 
but her cardiac status precluded any operative at- 
tempt, and she actually died of cardiac disease. 

Thus we have observed, in one patient, a shift 
of endocrine status three times, with regression of 
tumor each time. Cessation of hormonal therapy 
to which a tumor has become refractory is not un- 
commonly followed by regression of the tumor. 


One may expect any impact on the hormonal balance. 


to produce another respite, although the first shift 
is usually the most successful. 

Dr. Helwig: There are two questions I would 
like to ask Dr. Nathanson. First, in that group of 
patients in whom apparently inadequate irradiation 
castration was followed by surgical castration, what 
evidence was there of stromal hyperplasia in the 
ovaries? Second, would you mind commenting on 
the work by Dr. Engel and yourself on the metabolic 
transformation of androgens to estrogens? We've 
often surmised that that’s what happened, but you're 
the first to prove it. 

Dr. Nathanson: I’m sorry that I can’t answer that 
first question. Our work was done many years ago. 
We were not thinking about stromal hyperplasia at 
that time, and no one has yet gone back over the 
material. 

We really aren’t sure yet about the conversion, 


either. I was interested in treating breast cancer 
with testosterone back in the 1930’s. We wanted to 
study the steriod secretion pattern in patients with 
cancer and other diseases. To the group of cas- 
trated females, some with cancer of the breast and 
some with other lesions, we administered testos- 
terone and studied their excretions of gonadotropins, 
estrogens, and 17-ketosteroids. Much to our amaze- 
ment and interest, we found a marked increase in 
biologic activity of estrogenic hormones in the urine 
of these patients receiving testosterone. We were 
also able to show in some patients a cornification 
of the vaginal epithelium indicating estrogen activity 
which was not present previously. We ourselves are 
somewhat skeptical of these results because of the 
inadequacy of the methods used at that time. How- 
ever, Dr. Louis Engel has recently developed an 
accurate technique for the estimation of urinary 
estrogens and can identify the estrogens. 

There is a real excretion of estrogens after an- 
drogen administration. Whether this is due to con- 
version or to stimulation of estrogen formation, I 
don’t know. It has long been known of course that 
stallion urine and testes contained large amounts 
of estrogenic material. We are inclined to believe 
at present that there is good evidence for conver- 
sion, and we are trying to prove this with tracer 
experiments using radioactive steroid hormones. 

Dr. Newell: As Dr. Nathanson has aptly pointed 
out, resporse to hormone therapy does not yield 
to any logical analysis. But in these alxeady hopeless 
cases, whenever the cancer escapes from previous 
control, I too am willing to make another change— 
stop everything for a while, or start another hor- 
mone. 

For years we gave routinely 600 r or 800 r to 
the ovaries as a castrating dose for breast cancer 
in women before the menopause, except in those 
patients with Stage I cancer. Lately we have felt 
little confidence in the effectiveness of this castration, 
in spite of the fact that we have had a couple of 
nearly miraculous arrests of tumor growth after 
irradiation for metastases to pelvic bones in young 
women. Halberstaedter® writes that castration was 
not effective in cases of breast cancer with metastases 
in liver or lymph nodes, but that half of his cases 
in Stages II and III were benefited. However, the 
natural irregularities of the course in breast cancer 
make the statistical analysis of data uncertain and 
precarious. 

I have no question about the value of radical 
mastectomy, in spite of some recent articles to the 
contrary. I have no doubt at all that there’s a big 
difference in prognosis between those patients who 
have axillary nodes involved and those who don't. 
I refer you to the curves of life expectancy in normal 
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women and in women with breast cancer, shown in 
Figure 47 by Haagensen.? One must again be careful 
about accepting gross statistics and realize that indi- 
vidual biological variations and fluctuations may 
make it hard to get statistically significant results. 
There are times when many of us would rather rest 
on our intuition, built over years of experience, 
without submitting everything to statistical analysis 
before confidently going ahead. 

The extremely hazardous outlook of the average 
pregnant or lactating woman who develops breast 
cancer is well known to all of us. I too would cas- 
trate such a patient. And I believe that as soon as 
indicated one might also give testosterone to the 
patient so as to push the alteration of her constitu- 
tion just as far as possible away from the internal 
environment which was favorable to the develop- 
ment and growth of her cancer. 

Dr. Orr: What are we going to do if a patient, 
such as this second one today who has had about 
every treatment available, develops recurrences of 
symptoms after the adrenalectomy? It’s doubtful that 
her tumor will be permanently repressed by this 
change in body environment either. 

Dr. Nathanson: I am afraid that I agree with you. 
If her tumor-merely shifts its hormone-dependency, 
we may perhaps succeed again in ameliorating symp- 
toms by one or more changes in hormonal environ- 
ment—it may not make much difference how the 
change is produced. On the other hand, if her tu:nor 
ultimately loses its hormone-dependency and _ be- 
comes completely autonomous, as some human and 
animal tumors do, then nothing may change its 
course. We'll just have to keep trying our best to 
keep up with the tumor, even though some of the 
steps have no known logic. 

We like to believe that, in addition to providing 
gratifying relief of pain as well as permitting the 
common repair of bony defects caused by metastases 
in these patients, we have also lengthened these 
patients’ lives by each therapy or change in therapy. 
However, I'd like to point out that Dr. Welch and 
I? indicated that, without any treatment at all, 20 
per cent of patients with proved breast cancer lived 
five years after the first symptoms. We have also 
recently attempted to calculate the increased sur- 
vival in almost 1,000 hormone-treated patients with 
breast cancer. As yet we can’t do it satisfactorily; 
variations in the data-are too great for present sta- 
tistical methods to give a satisfactory difference. We 
hope someday to demonstrate a figure for increased 
survival which will pass everyone’s statistical re- 
quirements. I think in some patients probably it 
does happen. 

Dr. Newell: I don’t believe any of us really needs 


to calculate a statistically significant increase in aver- 
age longevity. All we need to do is to pass in review 
the large numbers of patients who have done well 
under hormone or other therapy and not be upset 
by those we were unable to benefit by present meth- 
ods, or by those few who might have seemed to do 
worse. To me, inability to bring benefit to those 
unfortunate patients with unresponsive or uncon- 
trollable tumors is of far less weight than the ability 
to lengthen the useful, comfortable or tolerable por- 
tion of life for a patient who does respond. 
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A human being is no healthier than his environ- 
ment. If he lives in an environment in which infec- 
tion is rife, his chances of avoiding illness are 
obviously less than those of persons who live where 
public health and sanitation are good.—Frank 
F. Tallman, M.D., ].A.M.A. May 22, 1954. 


INTEGRATED Courses AT K.U. 


Successful operation of a program in correlated 
teaching of pathology with other disciplines at the 
University of Kansas School of Medicine was tre- 
ported by Dr. Robert E. Stowell, chairman of the 
Departments of Pathology and Oncology, in the 
September issue of the Journal of Medical Educa- 
tion. 

Sophomore students are given the new approach 
of relating subject matter so that material on the same 
problem is presented at nearly the same time during 
the year. The formation of discussion groups with 
representatives of 11 departments in attendance has 
been given credit for the success of the program. 

Each four-hour pathology period consists of a lec- 
ture-demonstration, laboratory session, and discussion. 
Material not adequately presented in textbooks is 
covered, ideas are presented to invoke student in- 
terest, and orientation is given in the student’s read- 
ing and laboratory study. 


7 | 
| 
| 
| 
1954, 
ies 4. Segaloff, A.; Carabasi, &.; Horwitt, B. N.; Schlosser, 
| 
| 
| 
| 
| 
| 
| 
- 


OCTOBER, 1954 589 


| BLUE SHIELD 


October 25 is the tentative date set for moving 
into the new Blue Cross-Blue Shield building at 
Twelfth and Topeka Boulevard, Topeka. This new 
building is a result of action taken by the board 
of directors of Blue Shield and Blue Cross some 
months ago as a part of the continuous long range 
planning. 

The decision by the trustees of Blue Shield 
and Blue Cross for the building program was based 
on the following facts: 

1. Present space is inadequate and no further 
expansion is possible in this location. 

2. Rental space elsewhere, which would be sufhi- 
cient for present and future needs, was not available. 

3. Rent is already a sizable item in operating 
expenses. 

4. The new building will stabilize rent expense at 
a figure somewhat below what is currently being 
paid. 

5. Just as in soundly financed home ownership, 
the building cost will be amortized, and eventually 
a much greater saving will be achieved. 

6. The building will enable Blue Cross-Blue Shield 
to plan space to meet present and future needs. 

7. Better planned space means more efficient oper- 
ation. 

The new building is composed of a basement and 
two floors. Footings and columns are sufficient to 
allow for two additional stories if and when needed. 
This structure will provide about 22,000 square feet 
of floor space at a cost of approximately $2,500 per 
month as compared to $3,250 per month rent for 


14,275 square feet of floor space in the present 


quarters. 

The building is simple in design and construction 
to provide for the most efficient use of space at a 
reasonable cost. 


The new Blue Cross-Blue Shield office building at 12th and 
Topeka, Topeka, now almost completed. The building is designed 
for efficiency and is built along simple lines. The outside structure 
is of cut limestone and brick. 


Having such a building is consistent with the de- 
sire to provide adequate service to members and 
participating physicians at an economical cost. 

All participating physicians are cordially invited to 
visit the new building at any time. 


PEDIATRICS CHAIR AT K.U. 


Dr. Daniel C. Darrow, physician research investi- 
gator in children’s diseases, who went to the Chil- 
dren’s Mercy Hospital in Kansas City, Missouri, in 
July, will also occupy the newly created chair of the 
University of Kansas School of Medicine named the 
Mercy Hospital Professor of Pediatrics Chair. 

A year ago the Missouri hospital affiliated with 
the Kansas school for improving undergraduate and 
postgraduate medical education in diseases of chil- 
dren. Dr. Darrow will have research facilities at his 
disposal at both institutions. 

Dr. Darrow’s past investigations have dealt with 
dehydration, shock, acidosis, alkalosis, salt depriva- 
tion, fluid balance, protein deficiencies, and potassium 
deficiencies in various diseases of children. He has 
been at the Yale University School of Medicine since 
1928, as professor of pediatrics there since 1947. 


SURGEONS HoLpD MEETING 


A meeting of the Kansas Chapter, American Col- 
lege of Surgeons, was held at the Lamer Hotel, 
Salina, September 12. Dr. James G. Hughbanks, 
Independence, was installed as president; Dr. 
Thomas P. Butcher, Emporia, became _president- 
elect, and Dr. Orville R. Clark, Topeka, was chosen 
as secretary-treasurer. 

Scientific papers were presented by Dr. Frank F. 
Albritten, Jr., University of Kansas School of Med- 
icine; Dr. A. G. Dietrich, Newton; Dr. Barrett A. 
Nelson, Manhattan; Dr. C. K. Wier, Wichita; Dr. 
W. A. Grosjean, Winfield, and Dr. Hughbanks. 

Dr. L. S. Nelson, Salina, showed films taken 
during a South American trip sponsored by the 
college. 


Establishment of a Leukemia Studies Section in the 
Laboratory of Biology at the Public Health Service's 
National Cancer Institute was announced recently by 
Dr. John R. Heller, director. The new section will be 
responsible for formulating and executing the pro- 
gram of the National Cancer Institute in experimental 
leukemia. The work will include investigations di- 
rected toward improving the treatment of clinical 
leukemia and elucidating the etiology and patho- 
genesis of leukemia in experimental animals. 
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ACTIVITIES OF MEMBERS 


Dr. and Mrs. D. V. Conwell, Wichita, went to 
London in July to attend the Third International 
Congress ‘on Gerontology, July 19-28. Dr. Conwell 
presented a paper, “The Use of Psychological Tests 
in Determining the Prognosis and Treatment Needs 
in Geriatrics Mental Illnesses,” prepared by himself, 
Dr. C. J. Kurth, and Dr. Paul G. Murphy. Dr. and 
Mrs. Conwell later toured Europe. 


Dr. Richard J. Reece, who served as director of 
the health department for Butler and Greenwood 
Counties before going to Harvard for postgraduate 
work, received a master of public health degree from 
the Massachusetts institution in June and has an- 
nounced plans to become resident physician with the 
Kansas City-Wyandotte County Health Department. 


The Dodge City Medical Center announces that 
Dr. Evan R. Williams has joined its staff as a special- 
ist in surgery and obstetrics. Dr. Williams came to 
Kansas from Evansville, Indiana, where he was res- 
ident physician in surgery at the Welborn Clinic. 


Dr. Charles McCoy, formerly of Kingman, is now 
practicing in Hutchinson and is limiting his work 
to ophthalmology. He recently completed a year's 
postgraduate work at the University of Pennsylvania 
Medical School. 


Two former Newton residents, Dr. Richard 
M. Glover and Dr. Dale G. Griswold, have returned 
to Newton to practice at the Axtell Clinic. Both 
were graduated from the University of Kansas School 
of Medicine in 1953. Dr. Glover served his intern- 
ship at St. Joseph’s Hospital, Kansas City, and Dr. 
Griswold at St. Mary’s and Children’s Mercy Hos- 
pital, Kansas City. 


Dr. William C. Menninger, Topeka, spoke on 
“Emotional Problems of Executives” at the Seventh 
Annual Industrial Health Conference held at Hous- 
ton under the sponsorship of the Houston Chamber 


of Commerce, September 23-25. 


Dr. Robert Stevens and Dr. Mildred J. Stevens 
attended a meeting of the World Medical Associa- 
tion in Rome last month. While abroad they are 
touring England, France, Switzerland, and Italy. 
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Dr. L. E. Strode and Dr. W. S. Swart, Girard, 
were subjects of a feature story in the September 12 
issue of the Pittsburg Sun. The story reported that 
the two physicians together have practiced a total of 
109 years. 


Dr. H. R. Wagenblast has resigned his position 
with the Wichita-Sedgwick County Health Depart- 
ment to work for his master’s degree in public health 
at the University of California. 


Dr. and Mrs. Leo Haughey, Concordia, are touring 
Europe and Dr. Haughey attended the International 
Congress of Obstetrics and Gynecology held in Ge- 
neva in August. 


Dr. J. O. Osborne, who recently completed his 
internship at the University of Kansas Medical Cen- 
ter, opened an office in Ness City last month. 


Dr. Harold H. Jones, Jr., formerly with the 
Snyder-Jones Clinic in Winfield, is opening an office 
in Ponca City this month. 


Dr. A. W. Butcher, who has. practiced in Wake- 
field during the past 15 years, is now practicing in 
McPherson in association with Dr. R. P. Watterson. 


Dr. Jack C. Dysart, Sterling, and Dr. E. Raymond 
Gelvin, Concordia, recently became fellows of the 
International College of Surgeons at a meeting of 
the United States and Canadian sections held in 


Chicago. 


Dr. Robert M. Brooker, Topeka, addressed the 
Junior League in that city last month on the subject 
of “Cancer of the Lung.” 


Dr. W. W. Orrison, formerly of Minneola, is now 
practicing at the Collingwood Clinic in Plains. He 
succeeds Dr. George Hopson who recently moved to 
Stockton. 


Dr. Spencer N. Chaffee announces the closing of 
his office in Solomon. 


Dr. Ray T. Parmley, Wichita, was recently elected 
secretary-treasurer of the Southern Society of An- 


esthesiologists. 
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Dr. E. R. Hill, Lyons, recently spent a month in 
Chicago taking a course in cystoscopy at the Cook 
County Graduate School of Medicine. 


A feature story in the Council Grove Republican 
on August 20 paid tribute to Dr. B. E. Miller, Coun- 
cil Grove, and Dr. George E. Brethour, Dwight, 
who have been practicing in Morris County 48 and 
45 years, respectively. 


Dr. C. Alexander Hellwig, Halstead, attended a 
meeting of the International College of Clinical 
Pathologists in Washington early in September and 
presented an exhibit on thyroiditis prepared by him- 
self, Dr. V. E. Chesky, and Dr. W. C. Dreese. 


Dr. Findley Law, Bird City, has been named 
Cheyenne County health officer. 


COUNTY SOCIETIES 


Physicians of a five-county area near Reno County 
attended a meeting held at Prairie Dunes last month. 
Speaker of the evening was Dr. Bordon Michaeljohn, 
head of the Department of Medicine, University of 
Colorado. 


The Wyandotte County Medical Society has joined 
with the organizations of dentists and pharmacists in 
the county to form the Allied Professions Athletic 
Association. The first event scheduled by the new 
body was a golf tournament held on September 16 
at Victory Hills. 


Dr. Leland Randles, Fort Scott, was elected pres- 
ident of the Southeast Kansas Medical Society at a 
meeting held in Parsons on September 8. Two other 
Fort Scott physicians were also elected to office, Dr. 
Rollin Nevitt as vice-president and Dr. Pratt Irby as 
secretary. 


A meeting of the Wyandotte County Society was 
held in Kansas City on September 21. Dr. Creighton 
A. Hardin spoke on “Arterial Grafting” and Miss 
June Miller discussed “Problems of Hearing and 
Speech in Children.” 


Members of the Shawnee County Society met in 
Topeka on September 7. Speaker of the evening was 
Dr. J. B. Brown, St. Louis, who discussed plastic sur- 
gery for industrial and farm injuries. 


CONFERENCE ON ALCOHOLISM 


A Kansas conference on alcoholism, sponsored by 
the Kansas State Commission on Alcoholism, will 
be held at the University of Kansas, Lawrence, De- 
cember 1 and 2. Physicians are invited to attend and 
to take part in a special group seminar. There will 
also be presented material of interest to hospital 
administrators, clergymen, industrial leaders, law 
enforcement officers, educators, public health and 
social welfare personnel, attorneys, probate judges, 
and lay citizens. 

The purpose of the conference is to present in- 
formation in regard to the nature of alcoholism, the 
extent of the problem, and its social aspects. The 
conference will not deal with ‘‘wet’’ or ‘dry’ issues. 

Among the featured speakers will be Dr. Sel- 
don D. Bacon, director of the Yale University Center 
of Alcohol Studies, and Mrs. Marty Mann, executive 
director of the National Committee on Alcoholism, 
New York. 

Complete information on the conference may be 
secured from Extension Division, University of 
Kansas, Lawrence, or the Kansas State Commission 
on Alcoholism, 315 West Fourth, Topeka. 


EXHIBIT ExPOSES QUACKS 


Presenting the facts on so-called ‘‘medicine men” 
who have duped the public into spending thousands 
of dollars in the past on quack medical cures and 
devices is the subject of the A.M.A.’s newest exhibit. 
Titled ‘The Modern Medicine Show,” this exhibit 
exposes such quack healers and food faddists as 
Bernard Jensen, Gayelord Hauser, Adolphus Hohen- 
see, the Milford Sanitarium in Kansas, Harry Hox- 
sey, and others. 

The exhibit is available for immediate bookings 
at state and county medical society meetings, state 
or county fairs, and other public gatherings. Requests 
should be directed to the Bureau of Exhibits of the 
A.M.A. 


DEATH NOTICES 


Davip THOMPSON NICOLL, M.D. 


Dr. D. T. Nicoll, 90, an honorary member 
of the Shawnee County Society, died July 12 at 
his home in Bronxville, New York. Born in 
Scotland, Dr. Nicoll came to this country dur- 
ing his youth and in 1903 was graduated from 
Hering Medical College, Chicago. He practiced 
in Topeka from 1904 to 1946, when he retired. 
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The Medical Management of 
Peripheral Arteriosclerosis 


John D. King, M.D. 
Wichita, Kansas 


Atherosclerosis, with or without diabetes mellitus, 
is the most frequent of ail peripheral vascular dis- 
eases.54 Although not the killing disease that is 
coronary atherosclerosis, it is painful and disabling 
and may necessitate amputations. The physician 
should, therefore, be prepared to treat this disease 
promptly and vigorously. 

Monckeberg’s sclerosis, while more prevalent in 
the peripheral arteries, almost never causes symp- 
tomatic occlusion. Peripheral atherosclerosis in the 
great majority of cases is clinically significant only 
in the lower extremities. However, atherosclerotic 
occlusion may occur in the upper extremities and lead 
to all the signs and symptoms seen in the lower. 
The following discussion refers mostly to disease in 
the lower extremities, but the same principles of 
treatment may be assumed to apply to all the limbs. 

Dilatation of arteries already damaged by athero- 
sclerosis is practically impossible. Thus, it must be 
kept in mind that the primary objective of all meth- 
ods of treatment is to increase collateral circulation. 

The first question that arises in the conservative 
management of peripheral arteriosclerosis is the de- 
gree of rest advisable. It is thought by some that in 
the absence of trophic changes, ulcers, or gangrene, 
the extremity should be exercised frequently to the 
point of mild pain to encourage the collateral blood 
supply.®* Active exercise does cause increased blood 
flow during and immediately after its administration, 
in large part through direct vasodilating action of 
metabolites.5* However, active exercise increases me- 
tabolism, perhaps enough to more than offset in- 
creased circulation.4*: 52 Walking at a rate of 70 or 
fewer steps a minute and exercises such as Allen has 
described?—in which the legs are hung over the 
edge of the bed, and the feet turned in and out, 
flexed and extended, and the toes spread and closed 
—may in the absence of gangrene be among the most 
valuable treatments known.?4 

In the case of gangrene, or with rapidly deepening 
cyanosis constituting a “pregangrenous”’ state, imme- 
diate bed rest is indicated. Rest pain is also an indi- 
cation for bed rest.‘ The position of maximum circu- 


This is one of 11 theses, written by fourth year students at 
the University of Kansas School of Medicine, selected for pub- 
lication by the Editorial Board from a group judged to be the 
best by the faculty at the school. 

Thesis written while the author was a fourth year student. 
Dr. King is now interning at Wesley Hospital, Wichita, Kansas. 


lation is with the feet about six inches lower than 
the heart, which can be accomplished by placing 
blocks under the head of the bed.*+, 5? 

Postural, or Buerger’s, exercises can be utilized 
with bed rest. The patient is instructed to elevate 
the limb to an angle of 45° for one or two minutes, 
during which time the vessels empty. The leg is 
then dropped over the side of the bed for an equal 
period, filling the vessels with blood. Finally the leg 
is placed in a horizontal position for the same length 
of time. In this manner the vessels are alternately 
filled and emptied, and circulation is allegedly stim- 
ulated. The timing of the exercises is arbitrary and 
can be determined by the degree of blanching and 
flushing which takes place. 

The value of these exercises is controversial. 
Edwards feels that postural exercises done for 30 
to 40 minutes (five to six cycles) three or four 
times a day are of some value over a long period 
of time.1® Wright®® and Samuels*®: 46 also advo- 
cate their use. Postural exercises have been de- 
clared useless by others on both theoretical and 
clinical grounds.®?: Even if these exercises do 
actually increase blood flow, they would seem 
justifiable as a measure to prevent venous throm- 
bosis to which immobilization predisposes. 

Several types of baths may be used in the treatment 
of peripheral arteriosclerosis. In the absence of skin 
lesions, a modified sitz bath may be employed. The 
patient sits in about 12 inches of water at 94-96° F. 
for at least 20 minutes a day. The collateral vessels 
from the trunk and femoral arteries must be covered 
by the water in order for the bath to be effective.** 

The warning is often made that heat should be 
applied directly to the limb with caution, since heat 
increases metabolism and may thus worsen ischemia. 
The safety with which direct heat can be applied 
is determined by a caudal or lumbar sympathetic 
block, which should produce a rise in skin tempera- 
ture of 4° F. or more in order for direct heat to be 
safe.34 If direct heat is applied at less than normal 
body temperature, however, damage to the tissues 
is unlikely, and this sympathetic block test would 
seem superfluous whenever the heat can be pre- 
cisely controlled. 

Contrast baths are the immersion of the legs 
alternately in warm and cold water at intervals of 
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Roentgenographic pattern of colon mass propulsion:* 


(1) Ascending colon filled. 


(2) Unsegmented mass propelled through 
transverse colon. 


(3) Propulsive force follows mass through 
descending colon. 


(4) Pelvic colon reservoir filled, 


Reestablishing Bowel Reflexes with Metamucil® 


Nervous fatigue, tension, injudicious diet, failure to 
establish regularity, too little exercise, excessive use of 
cathartics—all factors which contribute to constipation.” 


Sufficient bulk and sufficient fluid form the 
basic rationale of treatment of constipation with 
Metamucil. 

Metamucil (the mucilloid of Plantago ovata) 
produces a bland, smooth bulk when mixed 


with the intestinal contents. This bulk, through 


its mass alone, stimulates the peristaltic reflex 
and thus initiates the desire to evacuate, even in 
patients in whom postoperative hesitancy exists. 


Factors Contributing to Chronic Constipation 


Such gentle stimulation is of distinct advantage 
in reeducating and reestablishing those reflexes 
which control bowel evacuation. Many factors 
may pervert the normal reflexes, causing finally 
chronic constipation. Among them are: nervous 
fatigue and tension, improper intake of fluid, 
improper dietary habits, failure to respond to 
the call to stool, lack of physical exercise and 
abuse of the intestinal tract through excessive 
use of laxatives.? 

Correction of constipation logically, there- 
fore, lies in the suitable adjustment of these fac- 
tors. The characteristics of Metamucil permit 
the correction of most of these factors: it pro- 
vides bulk ; it demands adequate intake of fluids 
(one glass with Metamucil powder, one glass 


after each dose) ; it increases the physiologic de- 
mand to evacuate; and it does not establish a 
laxative ‘“‘habit.”” Metamucil, in addition, is in- 
ert, and also nonirritating and nonallergenic. 


Dosage Considerations 


The average adult dose is one rounded tea- 
spoonful of Metamucil powder in a glass of 
cool water, milk or fruit juice, followed by an 
additional glass of fluid if indicated. 
Metamucil is the highly refined mucilloid of 
Plantago ovata (50%), a seed of the psyllium 
group, combined with dextrose (50%) as a dis- 
persing agent. It is supplied in containers of 4, 
8 and 16 ounces. Metamucil is accepted by the 
Council on Pharmacy and Chemistry of the 
American Medical Association. G. D. Searle 
& Co., Research in the Service of Medicine. 


1. Best, C. H., and Taylor, N. B.: The Physiolog- 
ical Basis of Medical Practice: A Text in Applied 
Physiology, ed. 5, Baltimore, The Williams & Wil- 
kins Company, 1950, pp. 579-583. 

2. Bargen, J. A.: A Method of Improving Func- 
tion of the Bowel, Gastroenterology 13 :275 (Oct.) 
1949. 
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one to three minutes. Contrast baths reach only the 
knee, which is often below the level of occlusion. 
Furthermore, cold water may precipitate painful vas- 
ospasm. The contrast bath is not now used as widely 
as it once was.°° Whirlpool baths at about 95° F. 
may be used to clean away crusts in cases of low 
grade ulceration or early gangrene. 

Thermostatically controlled heat cradles are a 
satisfactory method of protecting the arteriosclerotic 
limb from cool drafts and trauma. Maintenance of 
a uniform warm temperature is important in pre- 
venting the cold pressor reflex, which can decrease 
collateral circulation.?: Heat should emanate from 
some sort of conductive heat device, rather than a 
heat lamp or light bulb, since these are likely to 
cause burns without close attention. Temperature 
should be maintained at 92-96° F. except in the 
occasional case in which pain will necessitate a tem- 
perature of 84-88° F.56 Homemade devices, such as 
a thermometer placed equidistant from the limb and 
from a light bulb, require vigilant observation to 
avoid overheating and are to be condemned. 

Woolen socks may be worn to help keep the feet 
warm. The leg should be propped gently in posi- 
tion with blankets and a folded towel or blanket 
placed under the Achilles tendon to prevent pressure 
on the heel which might lead to ulceration. 

Shortwave diathermy is a controversial matter. 
Samuels*® and deTakats!* advocate its use, but 
Wright contends that overheating with attendant 
thermal injury is too great a danger because of lack 
of precise temperature control.*6 

Reflex heat refers to application of heating pads 
to the abdomen, sacral area, or base of the limb, 
with resulting vasodilatation in the collateral vessels. 
Heat should not be applied to the extremity itself. 
Reflex heat is one of the most valuable and effective 
methods of treatment of peripheral arteriosclero- 
sis.23. 24 

Avoidance of breaks in the skin is important 
because healing is slow. Infection is almost certain 
to occur and difficult to eradicate. Since dermatophy- 
tosis is likely to initiate small ulcers and bacterial 
infection, the prophylactic use of fungicides such 
as Desenex® and Sopronol® on the feet is advisable.4¢ 
In the absence of open lesions, the skin should be 
kept clean, warm, and dry. 

If ulceration or dry gangrene should develop, 
soaks of saline, boric acid, or 1:500 azochloramide in 
tricetin can be used to combat infection. Every two 
or three days a 1:5000 potassium permanganate soak 
can be substituted.5* For moist gangrene or other 
serious infections, scaks containing 0.5 mg. tyro- 
thricin per cc. or 500 to 5,000 units penicillin per 
cc. should be applied.1® 5° Sulfonamide powders 
should not be used topically, because they tend to 


crust over and act as an irritant. Soaks of strong 
antiseptics should never be applied.5°. °° 

It is important to keep soaks warm; cool soaks 
will chill the leg and cause vasoconstriction. If fever 
develops, penicillin should be administered intra- 
muscularly. Bacterial cultures and sensitivity tests 
should be run if possible, to better direct both topical 
and systemic antibiotic treatment. Infection in the 
arteriosclerotic extremity is difficult to eradicate be- 
cause even large systemic doses of antibiotics can- 
not reach the ischemic tissues in sufficient quantity. 
Consequently, the first principle of treating infection 
is a vigorous effort to improve blood supply to the 
part. 

Pressure-suction boot treatment (as with the pavex 
apparatus) is based on the hypothesis that blood 
flow to an extremity can be increased by exposing 
the extremity to alternating positive and negative 
pressure. The extremity is put into a glass or metal 
boot, and pressure changes are made by connection 
through an air pump system. The opening through 
which the leg is inserted must be made airtight by 
a rubber cuff, and this cuff may be so tight as to 
compromise circulation.5® Although pressure-suction 
treatment- was used for several years it has now 
generally fallen into disfavor.3!:36 It is definitely 
contraindicated in infections, thrombophlebitis, and 
gangrene.1® 45 

Intermittent venous hyperemia refers to produc- 
tion of hyperemia following application of a tourni- 
quet for 15 to 20 minutes. Collens and Wilensky 
reported good results with an apparatus to produce 
venous stasis and release in cycles of about two 
minutes by means of a blood pressure cuff around 
the limb, alternately inflated and deflated by a 
motorized pump.’® Many authorities now feel that 
intermittent venous hyperemia is worthless in the 
treatment of peripheral arteriosclerosis.: 1%. 16. 45 

Sanders has devised a “‘vasoscillating” bed, in 
which the head and feet of the patient are alternately 
elevated and lowered, a complete cycle taking one 
to one and a half minutes.*t Most patients soon 
become accustomed to the motion and are able to 
sleep on such beds for many years. The process is 
gentle, apparently physiologically sound, and has the 
additional advantage of reducing the tendency 
toward thrombosis. It may also reduce the tendency 
toward demineralization which often accompanies 
bed rest.56 A thermostatically controlled cradle may 
be used as an adjunct. The rocking bed is usually 
an effective form of treatment, but of course it is 
expensive and the treatment must be carried on for 
a protracted period.*4 

Tobacco is widely recognized as being deleterious 
to an already impaired circulation by causing spasm 
of the collateral arterioles. Smoking may cause ~ 
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A repeat offer 
so that you too 
may get your 


FREE COPY 


This $3.00 book just off the press and 
yours for the asking. Abraham I. Schaffer, 
M.D., “Cardiography in General Practice." 
This book is so important to any physician 
interested in EKG, that we, the makers \ 
of CARDIOTRON the original direct writing 
electrocardiograph, repeat our offer, 
and want every general practitioner 
to add it to his library at no cost 

or obligation. 


Here at last, is a concise, simply aaa eo 
written book, dealing with all of the 
clinical EKG problems you face 
daily in your practice. It will be most 
invaluable to you. 


We know that you will also want to see, at the 
same time, the most advanced electrocardio- 
graph ever made, the NEW CARDIOTRON 


Model PC-3. 
We have bought a limited supply 


of this important book, so be sure to : ‘ 
send for your free copy today. United Medical Equipment Co. 
2010 Broadway, Kansas City, Mo. 


Please deliver my FREE copy of 
“Cardiography in General Practice’ 
and arrange to show me the NEW 

j CARDIOTRON PC-3. 


NOW— 
For the First Time— 


PRINTED LEADS— J One of the ‘ 
CARDIOTRON City Zone. State 
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gangrene where circulation to an extremity is already 
seriously reduced by arteriosclerosis.**: Lampson 
has reported that when the smoke of one cigarette 
is inhaled, vasoconstriction lasts 60 minutes, and 
that even without inhalation there is 15 minutes of 
vasoconstriction. Cigar and pipe smoking also induce 
vasoconstriction.*3 Wright believes that the number 
of cigarettes smoked has little clinical significance 
and that complete abstinence is thus indicated. 
Smoking is a difficult habit to break, however, and 
may not be a serious danger to the patient with only 
intermittent claudication.*! Wright found that stand- 
ard, denicotinized, and mentholated cigarettes all 
seem to have about the same effect,54 but further 
studies on denicotinized cigarettes have been sug- 
gested.®! In any event, the patient should be told 
that complete cessation of smoking is desirable. 

Anticoagulants, e.g. heparin and dicumarol, have 
been used to prevent the formation of thrombi. 
However, they probably are of no practical value in 
gradually progressing vascular occlusion.'? In older 
patients, particularly those with hypertension, the 
danger of intracranial hemorrhage makes the use 
of anticoagulants inadvisable.4* Anticoagulants are 
definitely contraindicated when surgery is anticipated, 
when there is an open wound, or if there has been 
a recent cerebral hemorrhage.1® Anticoagulants should 
be used when thrombosis is known to be present. 
They will not dissolve existing thrombi but do 
prevent their extension. 

When dicumarol is employed, daily Quick pro- 
thrombin levels should be obtained. With an initial 
prothrombin level of about 100 per cent, a dose of 
200 to 300 mg. is given, and up to 200 mg. a day 
subsequently as needed to maintain the prothrombin 
level close to 25 per cent. If bleeding occurs, vitamin 
K should be given intravenously.1® 

Dicumarol is relatively inexpensive and can be 
given orally, but it does not appreciably affect the 
clotting mechanism for at least 24 hours. Heparin, 
although expensive and effective only with parenteral 
administration, acts within a few minutes and may 
be given with dicumarol for a day or two until the 
latter takes effect.*7 Heparin is given intravenously, 
100 to 150 mg. at first, then 50 to 100 mg. every 
four hours, or 100 to 150 mg. twice a day, thereafter. 
It may also be administered in doses of 200 to 300 
mg. subcutaneously in Pitkin’s menstruum, from 
which it is absorbed slowly, but pain and induration 
at the site of injection are common.'* Venous clot- 
ting time should be obtained when heparin is being 
given. Protamine should be administered intra- 
venously in case of bleeding.47 The role of heparin 
in prevention of atherosclerosis will be discussed 
later. 


It is said that insufficient dosage of anticoagulants, 
particularly dicumarol, favors rather than inhibits 
thrombosis.!* 

Fever produced by injection of foreign proteins is 
of definite value in increasing circulation in arterial 
occlusion. Foley recommends an initial dose of five 
million typhoid organisms, with an increase of 
three million organisms in each of the subsequent 
doses given every two or three days.23 This dose 
will cause a fever of only 1.0 to 1.5 degrees F. and 
is less than that generally recommended for pro- 
duction of fever. However, larger doses cause chills 
which produce vasospasm and decrease the coagula- 
tion time of the blood.?*, 45 

Numerous vasodilating drugs have been tried in 
peripheral atherosclerosis. Ethyl alcohol has proved 
to be one of the most successful vasodilators.?3. 5° 
Two or three ounces of whisky, for example, causes 
a rise in temperature in the tips of the extremities 
of 9 to 12 degrees F.°6 With impending or early 
gangrene it may be justifiable to keep the patient 
slightly inebriated with one or two ounces of whisky 
every four hours, or more frequently, until circula- 
tory improvement occurs. The dose can then be 
gradually tapered off.5* Whisky may also control 
pain more satisfactorily than narcotics. 

Diabetes is no contraindication to the use of 
alcohol, but the caloric content of the alcohol (7 
calories per gram) must be included within the 
diabetic diet. Small amounts of alcoholic beverages 
one or more times a day may be made part of the 
long-range therapeutic program.'* 23, 55 Peptic ulcer 
and alcoholism are contraindications to the use of 
alcohol.*6 

Many workers have reported the value of pan- 
creatic tissue extracts in the treatment of intermittent 
claudication.® 1, 45, 56 An antagonism to epinephrine 
has been demonstrated in animals, but not in man.5& 
There is conflicting evidence concerning pancreatic 
extracts, and a final opinion cannot be given at this 
time.*!, 46 Depropanex® (deproteinated pancreatic 
extract) given according to a schedule of 3 cc. intra- 
muscular doses three times a week for several weeks, 
then twice a week for a total of at least 20 doses, 
has been helpful in some cases.5° The drug relieves 
the pain of intermittent claudication by a direct 
action on the ischemic muscle rather than by vaso- 
dilatation,® but rest pain is not relieved.‘ 

Histamine is a potent vasodilator, but systemic 
administration is not feasible because its effects 
are too generalized.” °° However, injection into the 
femoral artery produces a concentration of histamine 
in the leg great enough to cause vasodilatation in the 
leg but not in the rest of the body. With this tech- 
nique, 2.75 mg. of histamine in 500 cc. of physio- 
logical saline, administered at a rate of 60 drops a 
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IN continuing and repeated impartial 
scientific tests, smoke from the new 
KENT consistently proves to have much 
less nicotine and tar than smoke from 
any other filter cigarette—old or new. 

The reason is KENT’s exclusive Mi- 
cronite Filter. 

This new filter is made of a filtering 
material so efficient it has been used to 
purify the air in atomic energy plants 
of microscopic impurities. 

Adapted for use as a cigarette filter, 


it removes nicotine and tar particles as 
small as 2/10 of a micron. 


And yet KENT’s Micronite Filter, 
which removes a greater percentage of 
nicotine and tar than any other filter 
cigarette, lets through the full flavor of 
KENT’s fine tobaccos. 


Because so much evidence indicates 
KENT is the most effective filter-tip 
cigarette, shouldn’t it be the choice of 
those who want the minimum of nico- 
tine and tar in their cigarette smoke? 


Ke nt with the exclusive Micronite Filter 
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minute, apparently increases blood flow through 
muscle. Intra-arterial injection is difficult but suc- 
cessful in many cases.?* Intra-arterial and intracuta- 
neous histamine can also be used to determine the 
border of viable tissue ic a gangrenous extremity 
requiring amputation.1* 

Nitrites and nitrates (which release nitrites in the 
body) are potent vasodilators. They have found wide 
use in arterial occlusive diseases, but there is a lively 
controversy over the effectiveness of this group of 
drugs. Some investigators feel that although the 
nitrites are undoubtedly vasodilators, their action is 
too feeble and evanescent to warrant their use.*5 56 
Others think that these drugs are effective and 
practical, especially for arteriosclerosis of the upper 
extremities.23. 31.47 Sublingual nitroglycerine has 
been reported to produce good vasodilatation in the 
extremities for 20 minutes after completion of ab- 
sorption.47 

In recent years tetraethylammonium chloride 
(TEAC, Etamon®) and bromide, ganglionic block- 
ing agents, have been given increasing attention. 
Tetraethylammonium in intravenous or intramus- 
cular doses of 20 mg. per Kg. body weight will 
produce practically complete inhibition of vasomotor 
tone in the hands and feet.?* Sustained improvement 
has been observed in some patients with peripheral 
atherosclerosis after several days administration of 
250 to 500 mg. TEAC intravenously.1! Oral adminis- 
tration is not effective. 

Favorable opinion concerning the therapeutic value 
of TEAC is by no means unanimous. Several workers 
feel that the only practical use for the drug is as a 
diagnostic and prognostic measure.37 That is, if 
TEAC causes considerable vasodilatation, there is an 
important component of vasospasm, and vasodilator 
drugs or sympathectomy are more likely to be suc- 
cessful. Side effects, e.g. numbness and tingling in 
the extremities, are often so disagreeable as to pre- 
clude therapeutic use of the drugs.?3 Tetraethyl- 
ammonium may cause postural hypotension in hyper- 
tensive patients; consequently, after patients have 
received the drugs, they should remain recumbent 
for an hour.*? 

Pentamethonium (C5) is a ganglionic blocking 
agent which has shown promise of being a useful 
vasodilator. An intravenous dose of 30 to 50 mg. 
produces vasodilatation within a few minutes which 
persists for at least an hour.* Pentamethonium may 
also act directly on the vessels, since it produces 
vasodilatation even on sympathectomized limbs. It 
is effective only when administered parenterally.§, 22 

Hexamethonium (C6) is closely related to penta- 
methonium and has similar pharmacologic actions. 
Given parenterally in doses of 30 to 40 mg., hexa- 
methonium causes effective collateral vasodilatation 
in most cases. It has been reported as being more 
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effective than 50 mg. of priscoline or 400 mg. of 
tetraethylammonium intravenously.’® It is effective 
immediately, and its action persists for 30 to 120 
minutes.* Like pentamethonium, hexamethonium 
often causes postural hypotension in persons with 
hypertension. Side effects, such as tingling sensa- 
tions, are often severe and limit the therapeutic 
usefulness of hexamethonium.?* Both pentametho- 
nium and hexamethonium deserve further therapeu- 
tic trials since they are drugs which appear to have 
an unusual selectivity for vasodilatation in the lower 
extremities.® 

Papaverine is a widely-used muscle relaxant and 
vasodilator about which there is also a divergence 
of opinion. Several clinicians have concluded that 
papaverine is of no appreciable value in the treat- 
ment of peripheral 35. 3% 45 Al- 
though papaverine causes cutaneous vasodilatation, it 
possibly leads to vasoconstriction in the muscles and 
thus aggravates gangrene or intermittent claudica- 
tion.*8 

Wright has found that intra-arterial papaverine 
produces striking vasodilatation in cases of sudden 
occlusion, but he believes the drug is unreliable and 
not as effective a vasodilator as alcohol or reflex 
heat in gradually progressing atherosclerosis.5° The 
relaxing effects of this and other opiates has long 
been recognized and is undoubtedly valuable, and 
there is practically no danger of addiction to 
papaverine.*? Papaverine is usually administered in- 
travenously in doses of one-fourth to one grain and 
often produces satisfactory vasodilatation.'*. Sam- 
uels has found divided oral doses of 15 to 20 grams 
a day effective.*® 

A derivative of papaverine, dioxyline phosphate 
(paveril phosphate), has shown fairly good results, 
without troublesome side effects, in mild or moderate 
arteriosclerosis.14 27 The drug is administered in 
divided orai doses of 0.6 to 1.8 grams a day.1* 

One of the more promising new vasodilators is 
dibenzyline (SKF 688A), a peripheral adrenergic 
blocking agent. Given intravenously in doses of 1 
mg. per Kg. body weight over a period of an hour, 
dibenzyline may produce almost complete sympa- 
thetic block for from three hours to four days.?3: 38 
The effect of dibenzyline may persist for as long as 
a week, because the drug is taken up by fat deposits 
and slowly released therefrom.*® Although dibenzy- 
line is irregularly absorbed from the gastrointestinal 
tract, oral administration of doses of 1 to 25 mg. 
per Kg. body weight is said to be practical.8* The 
oral effectiveness and long duration of action are 
unique advantages of dibenzyline. Blood flow to the 
upper extremities is more improved than that to the 
lower, and circulation to the skin is more improved 
than that to the muscles.*® 


Despite its potency, Moser and associates feel 
that dibenzyline is not as effective as ganglionic 
blocking agents such as pentamethonium, hexame- 
thonium, and etamon.3* Severe side effects and the 
development of tolerance may prove to limit its 
49 

Dibenamine is a peripheral adrenergic blocking 
agent closely related to dibenzyline. It should be 
given in doses of 4 to 6 mg. per Kg. body weight 
intravenously. Hypotension and side actions such 
as nausea, drowsiness, and nasal congestion occur 
in more than half the patients receiving it.?6 34 
Given intravenously, dibenamine will almost com- 
pletely inhibit sympathetic vasoconstriction for up to 
24 hours. Clinical experience with this drug has 
been varied.1% 

A drug which has received wide use in peripheral 
vascular diseases is priscoline. Priscoline is a periph- 
erally-acting drug having both sympathomimetic and 
sympatholytic properties; it is sympatholytic in that 
it blocks the pressor action of epinephrine, but it 
has the sympathomimetic action of vasodilatation in 
the muscles.!: 48 The improvement of circulation in 
the muscle, as judged clinically and by clearance of 
radioactive sodium injected into the gastrocnemius 
muscle, is usually insignificant as compared to the 
increased cutaneous blood flow.!7 Blood flow through 
the muscle may even be decreased by priscoline,3® 
but others have found priscoline effective in allevi- 
ating intermittent claudication and night cramps.*® 

Priscoline has also been reported as effective in 
increasing cutaneous blood flow in both the upper 
and lower extremities.5? 34,39 Sustained improve- 
ment in peripheral circulation for as long as six 
weeks after the cessation of oral administration may 
be seen. Priscoline has not produced uniformly good 
results, however, being judged unreliable or of 
questionable value.'%, 23, 24, 48 Although priscoline is 
a selective digital cutaneous vasodilator, it has been 
judged less effective than reflex heat in this respect.*% 

Priscoline may be administered either intramus- 
cularly or intravenously in doses of 25 to 50 mg. 
every two to four hours, or orally in doses of 75 to 
150 mg. a day. Parenteral administration is most 
reliable.?!; 42, 48 Headaches, chilliness, nausea (but 
rarely vomiting), and diarrhea are sometimes en- 
countered with oral administration, but these side 
effects can be avoided by starting with a dose of 
one 25 mg. tablet twice a day, increasing to the 
full dose in two to four weeks.3? 

Roniacol tartrate is the tartaric acid salt of the 
alcohol corresponding to nicotinic acid. It has been 
observed to increase pulse volume, improve skin 
temperature, and alleviate intermittent claudication 
and night cramps in peripheral arteriosclerosis.?*: 34, 49 
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The dose is one to four 50 mg. tablets orally three 
or four times a day.!% 

Intra-arterial aminophylline has been reported to 
‘give striking relief of intermittent claudication.*! 
A 3 34, grain dose of aminophylline is injected into 
the femoral artery in a two-minute period. The in- 
crease in circulation may not take place for 12 
hours, but it is often apparent for several days. The 
action of aminophylline is apparently directed upon 
the arterioles, since it occurs in sympathectomized 
limbs. Some patients have had no return of inter- 
mittent claudication for a year, and the injections 
have been given repeatedly without ill effect. How- 
ever, in view of untoward side effects which some- 
times follow too rapid intravenous administration of 
aminophylline, a slower rate of injection would seem 
advisable. Intravenous aminophylline produces brief 
cutaneous vasodilatation but is of no value in arterial 
occlusive disease.*7 

Regitine has recently been tried as a peripheral 
vasodilator. It is best given in doses of 0.75 mg. 
per Kg. body weight intramuscularly. Oral adminis- 
tration is unreliable and likely to cause diarrhea. 
Regitine, like many other adrenergic blocking agents, 
has side effects such as tachycardia, flushing, and 
anxiety, and there is often irritation at the site of 
injection. Regitine is probably somewhat less effective 
than priscoline, but evaluation of this drug for 
peripheral arteriosclerosis must await further clinical 
trials.? 

Among the xanthines, theobromine has received 
the most extensive clinical trial. Most workers today 
are inclined to think that theobromine is of no prac- 
tical value in improving collateral circulation.5!, 36. 56 
Potassium iodide has long been used in the treatment 
of arteriosclerosis. Clinical results have been dis- 
appointing. Iodides will not improve collateral cir- 
culation or cause reversal of atherosclerosis.*7: 56 
Histidine and ascorbic acid in combination are now 
known to be without merit.5° 

Orally administered nicotinic acid has been re- 
ported to improve cutaneous circulation in the 
upper extremities, and intra-arterial niacin may have 
clinical value, but the drug is not highly regarded in 
most quarters.*! Intramuscular ethyl ether has been 
advocated by Katz for the relief of ischemic pain,?® 
but few others have been impressed with its results.5° 

The hydrogenated alkaloids of ergot were once 
thought of potential value because of their sympa- 
tholytic action, but these drugs are best avoided in 
the treatment of peripheral atherosclerosis.23 For a 
time, intravenous hypertonic saline was thought to 
improve collateral circulation.** The consensus now 
is that this measure is completely worthless. The 
administration of mecholyl (acetyl-B-methylcholine) 
by iontophoresis is condemned as being ineffective 
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and likely to result .in burns,*° although it is still 
used by some.3!; 47 In any event, the special tech- 
nique and apparatus necessary for iontophoresis limit 
the application of the procedure. 

Acetylcholine, a potent vasodilator, and its deri- 
vates have too transient an action to be of clinical 
value.? Protenyl® is a manganese salt of acetylcholine 
which releases acetylcholine slowly in the body. 
Although some French workers have waxed enthusi- 
astic over Protenyl, clinical experience in this country 
indicates that it is not a valuable drug.?° 

Other drugs that have been tried and generally 
found without merit include vitamin E, methyl tes- 
tosterone, calcium salts, cytochrome C, thiouracil, 
and sodium citrate.51, 56 

One principle of hemodynamics may explain in- 
different results obtained with some vasodilators. If 
the resistances of all portions of the peripheral vas- 
cular bed are decreased equally, blood flow through 
any one part will be little increased.?, °° To be effec- 
tive in treatment of peripheral ischemia, a drug must 
exert a selective action on the vessels of the extremi- 
ties or increase cardiac output. Vasodilators having a 
generalized peripheral action will increase local blood 
flow to a small extent by shunting some blood from 
the visceral to the peripheral circulation, but this 
factor appears to be of minor importance.’ Nitro- 
glycerine, for example, dilates arterioles about equally 
over the body surface and is effective chiefly by 
means of increasing cardiac output.?3 

There is usually a reciprocal vasoconstriction in 
muscles when skin vessels dilate.? Thus, vasodilators 
that markedly improve cutaneous circulation may 
actually be deleterious in intermittent claudication 
and deep gangrene.!* 

The success of vasodilators also depends in part 
upon the degree of vasospasm that follows the or- 
ganic occlusion.13, $1 Vasodilators are generally less 
effective in peripheral arteriosclerosis than in thrombo-, 
angiitis obliterans, since in the former there is usu- 
ally a lesser degree of vasospasm.*: 56 

Another factor making evaluation of therapy dif- 
ficult is the increase in collateral circulation that 
commonly occurs in peripheral atherosclerosis even 
without treatment. This spontaneous improvement is 
due to the vasodilating effect of ischemia itself and 
to the increased difference in arterial pressures above 
and below the occlusion.®! 

Sympathetic block and surgical procedures are not 
within the strict purview of this discussion but 
should be mentioned briefly in order to mark more 
clearly the limits of medical management. Sympa- 
thetic block, preferably by injection of 30 cc. of 1 
per cent procaine hydrochloride into the caudal canal, 
is useful chiefly as a measure for predicting the suc- 
cess of sympathectomy, since its duration of action 
is too transient for practical treatment.16- 34 
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The value of sympathectomy in the management 
of peripheral atherosclerosis is difficult to assess. 
DeTakats is of the opinion that sympathectomy is 
often successful, even in cases where other evidence 
of vasospasm is slight.1% Other opinion is contrary 
to this optimistic view of the operation.*%. 34 Sympa- 
thectomy seems the best course of action in those 
cases in which the patient has absolutely ceased 
smoking, where there is progression of arterial in- 
sufficiency in spite of continued conservative treat- 
ment, and in those patients in whom a sympathetic 
block produces good vasodilation.*+ 4° Sympathec- 
tomy should be tried in arterial thrombosis, even if 
the response to sympathetic block is poor.'® 

If deep gangrene, even with osteomyelitis, super- 
venes, conservative measures may be intensified for 
the period necessary for the gangrenous area to be- 
come clearly demarcated. Amputation will of course 
be necessary in these cases. In the absence of severe 
infection, small parts, such as the toes, may undergo 
spontaneous sloughing.**: 56 If infection continues to 
extend despite medical therapy, immediate high am- 
putation is advisable in order to protect the integrity 
of the tissues at the amputation site.1* 55 The aban- 
donment of other measures in favor of amputation 
will seem less dreadful when the dangers of pul- 
monary embolism and infection and the expense 
of protracted bed rest and other treatment involved 
in conservative management are considered.1¢ 

A discussion of atherosclerosis always raises the 
question of the influence of dietary and other factors 
upon fat and cholesterol metabolism. There can be 
little doubt that the level of cholesterol-containing 
lipoprotein molecules of the Sf 10-20 range bears 
a close relationship to the development of athero- 
sclerosis. Dietary restriction of cholesterol, and much 
more importantly, of total fats, has produced a de- 
crease in these lipoproteins in a large proportion of 
patients.®: 15, 30, 48 

Keys advocates a sharp reduction in all dietary 
fats as an effective measure in halting the progress 
of atherosclerosis.5 He would allow an ordinary 
amount of eggs and milk in cooking, but no butter, 
cream, or other high-fat foods. Gofman and others 
would agree that severe atherosclerotic occlusion is 
an indication for a low-fat diet. Page and Katz,5 
however, feel that such restrictions are not indicated 
unless the patient is overweight or has had a myo- 
cardial infarction. 5 

Lipotrophic drugs have not proved of any bene- 
fit in the prevention or treatment of atheroscle- 
rosis.®, 56, 48 Thyroid is indicated for even mild hypo- 
thyroidism, since this endocrine has a marked in- 
fluence on experimental atherosclerosis.48 Thyroid 
must be given cautiously to patients with coronary 
or other heart disease. Relatively rigid control of di- 


abetes is advisable to decrease the tendency both to 
atherosclerosis and to infection.>1 

Heparin has been shown to reduce the proportion 
of lipoprotein molecules in the Sf 10-20 range and 
to inhibit atherogenesis in the rabbit.4* Heparin may 
even cause some reversal of atherosclerosis, a con- 
tention lent weight by the increased digital blood 
flow and walking tolerance observed following the 
administration of 100 mg. of heparin intravenously 
two or three times a week.1§ 

Suffice it to say that many more experimental and 
clinical observations must yet be made to permit 
definite conclusions about the etiology and preven- 
tion of atherosclerosis. At present, the use of heparin 
and of dietary fat and cholesterol restrictions would 
seem most logically based on the willingness of the 
patient to undergo rather drastic, long-term measures 
of unproved efficiency. 


SUMMARY 


Atherosclerosis is the most, common peripheral 
vascular disease and deserves early, vigorous medical 
treatment. Prevention of infection and improvement 
of collateral circulation are the primary objectives 
of management. Physical therapy, vasodilating drugs, 
and other measures are presented and evaluated. 
Some hemodynamic principles involved in vaso- 
dilatation are discussed. The role of lipoproteins in 
atherosclerosis and the clinical applications thereof 
are considered. 
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ANNOUNCEMENTS 


The American Board of Obstetrics and Gynecology 
announces that the next scheduled examination (Part 
I) will be held in various cities of the United 
States on Friday, February 4, 1955. Twenty case ab- 
stracts are to be sent to the secretary of the board 
as soon as possible after receipt of notification of 
eligibility to the Part I written examination. Can- 
didates are reminded that lists of hospital admissions 
must accompany new applications and requests for 
reopening. 

Correspondence is to be addressed to Robert 
L. Faulker, M.D., 2105 Adelbert Road, Cleveland 6, 
Ohio. 


The 24th annual conference of the Oklahoma City 
Clinical Society will be held at the Biltmore Hotel, 
Oklahoma City, October 25-28. In addition to sci- 
entific sessions the program will include round table 
luncheons, clinicopathological conferences, dinner 
meetings, postgraduate panels, and exhibits. 

The complete list of speakers may be found in the 
September issue of the JOURNAL on Page 551. 


The third annual Western Cardiac Conference, 
sponsored by the Colorado Heart Association, 
Colorado State Department of Public Health, Fitz- 
simons Army Hospital, Denver VA Hospital, and the 
University of Colorado School of Medicine will be 
held in Denver, November 8-13. 

Information may be obtained from the Colorado 
Heart Association, 901 East 17th Avenue, Denver. 


The American Urological Association offers an an- 
nual award of $1,000 (first prize of $500, second 
prize $300, and third prize $200) for essays on the 
result of some clinical or laboratory research in 
urology. Competition is limited to urologists who 
have been graduated not more than 10 years and 
to men in training to become urologists. Details may 
be secured from William P. Didusch, 1120 North 
Charles Street, Baltimore, Maryland. 


The trustees of America’s oldest medical essay 
competition, the Caleb Fiske prize of the Rhode 
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Island Medical Society, announce as the subject of 
this year’s dissertation ‘Modern Developments in 
Anesthesia.” The essay must be typewritten, double 
spaced, and should not exceed 10,000 words. A prize 
of $250 is offered. Information may be secured from 
the Society, 106 Francis Street, Providence 3, Rhode 
Island. 


The International Academy of Proctology an- 
nounces the establishment of a teaching and research 
fellowship in proctology under the direction of Dr. 
Marcus D. Kogel, dean of the newly formed Albert 
Einstein College of Medicine, New York City. The 
academy has voted a $1,000 annual grant for each 
of three years. Those wishing complete information 
may write the Academy, 43-55 Kissena Boulevard, 
Flushing, New York. 


GRANT FroM A.M.E.F. 


The University of Kansas School of Medicine has 
been awarded a $29,495 grant from the American 
Medical Education Foundation, according to a re- 
cent announcement. This is the fourth and largest 
grant the school has received from the fund since 
1951, when the first awards were made. 

This year’s awards, apportioned among the na- 
tion’s four-year medical schools and six two-year 
basic science schools, total $2,176,904.71. 

The funds received this year will be used to 
increase salaries of personnel at the Kansas City 
school, according to Dean W. Clarke Wescoe. 


MARCH OF MEDICINE SERIES 


The March of Medicine, television program pre- 
sented by the American Medical Association and 
Smith, Kline and French Laboratories, will begin a 
new series on Sunday, October 31, at 4:30 p.m. The 
first program will be devoted to the subject of men- 
tal illness. The final program in the fall series will 
be a report of the A.M.A. clinical session in Miami 
in December. Another series will be presented in 
the spring of 1955. 


A recent survey by the Kansas Academy of Gen- 
eral Practice indicates that 99.99 per cent of the 
Kansas members have complied with an Academy 
requirement on medical study. The survey covered 
a three-year period ending December 31, 1953. The 
Academy also reports that 15 per cent of Kansas 
members attended the national scientific assembly in 
Cleveland. 


Patronize JOURNAL advertisers. 


BOOK REVIEWS 


Peripheral Nerve Injuries: Principles of Diagnosis. 
Second Edition. By Webb Haymaker and Barnes 
Woodhall. Published by W. B. Saunders and Com- 
pany, Philadelphia. 333 pages, 272 illustrations. Price 
$7.00. 


The second edition of this monograph continues 
the high level of excellence previously established. 
The four sections deal with principles of innervation, 
examination of the patient, classification of nerve 
injuries, and, finally, clinical features of the various 
nerve injuries. The text is lucidly written and clearly 
illustrated. It is complete without being overly long. 

For the surgeon dealing with peripheral nerve in- 
juries, civilian or military, this book is highly recom- 
mended.—C.E.B. 


The Meaning of Social Medicine. By lago Galds- 
ton. Published for The Commonwealth Fund by 
Harvard University Press, Cambridge. 137 pages. 
Price $2.75. 


This is a rather unusual approach to a current 
problem couched in a slightly pseudo-sophisticated 
style and terminology. The author has, according to 
the example of Don Quixote, set up numerous med- 
ical-philosophical windmills with which he has tilted 
in a comparatively vigorous and effective manner. 
The term “social medicine,” which is never com- 
pletely defined, is taken to be a description of the 
complete medicine which considers not only the pa- 
tient’s physiological and mental ailments but also 
the environmental conditions which have contributed 
to these or will prevent their cure. It has nothing to 
do with socialized or state medicine, although the 
threat is voiced that, unless true social medicine is 
developed, socialized medicine may result. 

The author quite cuttingly observes that this field 
of medicine is not being adequately presented but 
avoids explaining why it is not being presented as 
he would desire. He intimates but never actually ad- 
mits that the real reason is that there is not enough 
knowledge in this field. It is his belief that there is 
need for a revolution in medical instruction in order 
to accomplish the teaching of so-called social med- 
icine, and he gives little credence to the efforts put 
forth in present medical school programs. The book 
could have carried its message in one third of 
its space and in a simpler form with a more com- 
plete perspective and have accomplished a very good 
purpose since the central theme is based on a sound 
concept.—V.E.W. 
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Nationally advertised Surgical Supplies and Equipment for your convenience at 
Topeka, Joplin, Kansas City, St. Joseph 


GOETZE NIEMER CO 


Traditions established during 60 years management by Dr. W. F. Goetze (AMA) assures intelligent servicing of your orders 


PATRONIZE JOURNAL ADVERTISERS 


It ts advertisers who make possible the publication 


of the Journal in its present form. 


They are deserving of your patronage. 


UNIVERSITY OF KANSAS SCHOOL OF MEDICINE 


Postgraduate Medical Course 


INTERNAL MEDICINE 
November 15, 16, 17 & 18, 1954 


Guest Instructors: 

WENDELL H. HALL, M.D., Ph.D., Section of Special In- 
fectious Diseases, Minneapolis Veterans Administration 
Hospital; Clinical Assistant Professor of Medicine, — 
versity of Minnesota School of Medicine, Minnea 

EDGAR A. HINES, JR., M.D., Consultant in Medicine, She 
© Clinic; Associate Professor of Medicine, University 

innesota Graduate School of Medicine, Rochester. 


EBBE C. HOFF, M.D., Professor of Neurological Science and 


a ie in Physiology, Medical College of Virginia, Rich- 


mond. 
CHESTER S. ce. M.D., Special Assistant to the Sec- 
retary of the Department of Health, Education & 
Welfare, Washingt D. C.; Wade Professor of Medicine, 
Boston Universit of Boston, Mass. 
JOSEPH B. KIRS Professor of Medicine, 
University of Chica of ‘Medicine, Chicago, Iil. 
DAVID W. TALMAGE, M.D., Assistant Professor of Medi- 
cine, University of Chicago School of Medicine, Chicago, 


THOMAS G. WARD, M.D., Associate Professor of Micro- 
biology, Johns Hopkins University School of Hygiene & 


Health, Md. 
ALTER L. WINKENWER M.D., Assistant Professor 
of Medicine, Johns Hopkins University School of Medi- 
cine, Baltimore, Md. 
RIC E. WOLLAEGER, M.D., Consultant in Medicine, The 
Mayo Clinic; Associate Professor of Medicine, University 
of Minnesota Graduate School of Medicine, Rochester. 
LEWIS W. ANDREWS, Executive Director, Kansas State 
Commission on Alcoholism, Topeka. 


Subjects to Be 
Infectious Diseases 
Present Status of Poliomyelitis Vaccines and Gamma Glob- 


Bacterial Pneumonias. 
fluenza. 
Common Cold. 
Histoplasmosis, Blastomycosis, Actinomycosis. 
Tuberculosis. 
Brucellosis, Acute and Chronic. 


Peripheral Vascular Diseases 
Ehvsical Examination of Patient. 
Diagnostic Studies. 
atment of Chronic Venous Insufficiency. 
Medical and a Treatment of Chronic Occlusive Arte- 
rial Disease of Lower Extremities and of Popliteal Aneu- 
rysms. 


Allergies 
Action of Antibiotics on Host and Parasite. 
Fundamental Concepts of Immunity in Aileray. 
Role of Immunization in Preventive Medic 
Comments on of Allergic "Including Pres- 
ent Status of Sk: ting. 
be oo of Action of ACTH and Cortisone in Aller- 
ue c Disease 
Se of Allergic Diseases Including Use of ACTH- 
isone 
Gastroenterology 
Antibiotics in 
Steatorrhea and Spru 
Swe Drugs jn the Management of Gastrointestinal 
sea: 

Medical = ement of Regional Enteritis. 
otion Picture). 
Psychiatric Approaches to Treatment in Ulcerative Colitis. 
Medical Management of Ulcerative Colitis. 
Chronic and Relapsing 


coho 
Management of the Chronic Alcoholic. 
Activities of the Kansas State Commission on Alcoholism. 


Dinner Meeting—Tues., Nov. 17: The Future of the Private 
Practice of Medicine, Dr. Chester S. Keefer. 


Demonstrations 
Physical Teaaination of Patient for Peripheral Vascular 


jisease 
Posterial Tibial Block, Lumbar Block, Stellate Block. 
Liver Biopsy, Esophageal Dilatation, Bone Marrow Biopsy. 


The ne past instructors will participate in Panel Discussions 
Ward Rounds, which are scheduled with each section 
of the program. 
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Coronary Heart Disease in Young Adults. A Mul- 
tidisciplinary Study. By Menard M. Gertler, Paul D. 
White, and others. Harvard University Press, Cam- 
bridge 38, Massachusetts. 218 pages, 43 illustrations, 
61 tables. Price $5.00. 


This book presents a study of 100 patients with 
myocardial infarctions before the age of 40. Statis- 
tical comparisons are made with a matched control 
group of normal patients. They are duplicated as 
accurately as possible in pairs regarding age, sex, 
height, weight, body build, race, and occupation. 
Coronary heart disease is evaluated clinically from 
the following viewpoints: sex selection, and the mor- 
phological, genetic, athletic, occupational, physio- 
logical, psychological, clinical, dietary, hormonal, and 
biochemical aspects. 

One clinical impression gained is that as a group 
patients with coronary disease appear about 10 years 
older than their chronological age. Although cor- 
onary patients consumed some forms of alcohol and 
used tobacco in statistically larger amounts than the 
control group, findings did not warrant any conclu- 
sions as to a causal relationship between the use of 
alcohol or tobacco and coronary heart disease. The 
morphological characteristic of the young coronary 
heart disease patient is most often that of an endo- 
morphic mesomorph. The mean levels of serum total 
cholesterol in the coronary heart disease group are 
higher than the matched control group. The distri- 
bution curves are markedly continuous, however. 

It is inferred that a threshold level of serum 
total cholesterol for coronary heart disease does not 
exist and that additional factors probably play a 
role. One of these appears to be the serum phospho- 
lipids. The ratio of total cholesterol to lipid phos- 
phorus is significantly higher in the coronary group. 
The ratio is thought to be related to the colloidal 
stability of cholesterol in serum, which in turn is 
related to the amount of cholesterol deposited in the 
intima of coronary vessels. It is concluded that the 
coronary heart disease group ingests less cholesterol 
than the control group but has more cholesterol in 
the serum. It appears that an endogenous source of 
cholesterol plays a definite role in the etiology of 
coronary heart disease. 

It is hoped through such studies that the ability 
to prevent coronary disease will be evolved by de- 
termination of etiology and pathogenesis of the dis- 
ease process.—F. N. L. 


Practical Fluid Therapy in Pediatrics. By Fon- 
taine S. Hill. Published by W. B. Saunders Com- 
pany, Philadelphia. 275 pages, 9 photographs. Price 
$6.00. 


Dr. Fontaine has produced a book which has long 


been needed by the physician dealing with infants 
and children. The book is divided into three sec- 
tions: basic physiological principles and their clinical 
significance, diagnosis and treatment of clinical con- 
ditions, and the technical procedures. The author 
has written in such a way that a complete review of 
pathophysiology in fluid and electrolyte balance may 
be understood by the average general practitioner 
and pediatrician. 

The summary and clinical applications at the end 
of each chapter aid one in comprehending the rea- 
sons for proper fluid therapy. Diagrams, graphs, and 
charts, as well as case presentations, are used freely 
to emphasize points which otherwise may not have 
been clear. The applicability of this book for a ref- 
erence for the medical student, pediatric resident, 
and other physicians treating and caring for chil- 
dren is excellent; it should be a superb addition to 
one’s library.—A. M. D. 


A.M.A. Fundamentals of Anesthesia. Third Edi- 
tion. Published by W. B. Saunders Company, Phila- 
del phia. 279 pages, 89 illustrations, 19 tables. Price 
$6.00. 


This book was prepared under the editorial direc- 
tion of the Consultant Committee for Revision of 
Fundamentals of Anesthesia, Council of Pharmacy 
and Chemistry of the A.M.A. 

All of the good of the first two editions of this 
important publication has been retained with much 
important information added, thus making it an out- 
standing text for the beginning or occasional anes- 
thetist. Although each chapter has been enlarged into 
a book by various and sundry authors, this presents 
the best of each in a compact form. 

Obviously the dogma which seems to be present 
is necessary as the details have been deleted. For- 
tunately none but the newest of drugs, which aren’t 
in everyday use, were omitted and the comment on 
the pharmacology and technic of using all drugs is 
adequate. Some prejudice is obvious, such as the 
condemnation of chloroform because of its potency, 
with no statement as to potency of trichloroethylene. 

This will undoubtedly satisfy the urgent need for 
a text for students of anesthesia. Because the intent 
of the authors was to satisfy this need, criticism for 
inadequacies due to lack of detail is unjustified. — 
E. L. F. 


Electrocardiography. By E. Grey Dimond. Pub- 
lished by C. V. Mosby Company, St. Louis. 61 
pages, 272 illustrations. Price $14.00. 


This volume might well be called a self-teacher 


of electrocardiography. It begins with such funda-— 
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mental considerations as the types of machines used 
in recording the electrocardiograph and the advan- 
tages and disadvantages of various types. Comments 
regarding eradication of interfering influences and 
technical errors in the electrocardiogram are de- 
scribed in detail with good illustrations. The reader 
is then guided carefully in a stepwise fashion by 
graphic illustrations, photographs, and diagrams, to- 
gether with a lucid text from the fundamentals of 
electrocardiography, into a more sophisticated realm 
of controversial matters in electrocardiographic in- 
terpretation. 

We believe that the novice can, with the aid of 
this volume, teach himself the fundamentals of elec- 
trocardiography and acquire an ability to interpret 
correctly all but the most unusual electrocardio- 
graphic abnormalities. Although the book is valu- 
able as a reference, it should be read in its entirety, 
and such study could best be done by self-conducted 
exercises of blackboard drill and interpretation of 
electrocardiographic tracings with clinical knowledge 
of the patient.—M. S. A. 


REFRESHER COURSE ON INJURIES 


Practically all general practitioners, urban or 
rural, handle ‘‘on-the-job” injuries and _ illnesses 
daily, even though they may not consider that they 
are engaged in industrial practice. Ordinarily they 
probably would not be interested in a scientific pro- 
gram devoted to industrial medicine. But they should 
find considerable interest in a refresher course de- 
voted to persons who come into their offices with in- 
juries such as contact dermatitis from spray chemi- 
cals used around the home and farm and illnesses 
that may result from occupational hazards. If the 
course also included better methods of handling re- 
ports and collections on cases covered by insurance, 
interest would be even greater. 

The University of Kansas School of Medicine has 
planned just such a course for December 6, 7 and 8. 
It is designed to meet the problems of the general 
physician who must be prepared to handle all types 
of accidents and sickness affecting people while 
engaged in their work. The continuai increase in 
the number and complexity of mechanical equip- 
ment and chemicals used around the home, on the 
farm, and in many small businesses, increases the 
demand on the family doctor for what is ordinarily 
considered industrial medicine. The entire program 
of this course is built around that phase of general 
practice, with one day devoted to occupational haz- 
atds. The second day takes up such medical aspects 
as poisonings, dermatitis and dust, and the last day 
covers the field of trauma and surgery. 

A copy of the complete program is available upon 


request from the Department of Postgraduate Educa- 
tion, University of Kansas Medical Center, Kansas 
City 12, Kansas. 


RURAL HEALTH PROGRAM 


The A.M.A. Council on Rural Health and its advi- 
sory committee, made up of representatives from sev- 
eral national, agricultural and educational organiza- 
tions, held a three-day meeting in Chicago recently and 
formulated a three-point program on which the 
council will concentrate during the next year. The 
three points are: 

1. More doctor participation with lay groups. 
Rural people are asking for and welcoming assist- 
ance and advice. 

2. More cooperation with country newspapers 
and farm journals, in supplying health information. 

3. Bringing rural people closer together by sug- 
gesting that county medical societies invite county 
extension agents and farm leaders to appear on 
their programs and that rural organizations invite 
physicians to speak to them. 

Plans for the forthcoming Tenth National Con- 
ference on Rural Health were formulated. This 
annual conference is to be held at the Schroeder 
Hotel, Milwaukee, February 24-26, 1955. As in 
previous years, the Thursday morning session pre- 
ceding the formal opening of the conference will be 
for physicians. This meeting will be devoted to 
problems confronting physicians who are members 
of state rural health committees or committees han- 
dling rural health programs. The formal sessions 
of this conference will begin Thursday afternoon and 
continue through the Saturday luncheon session. 


TWINs IN HEREDITY STUDY 


Thirty-five pairs of twins from 19 states and 
Canada responded to a recent appeal for informa- 
tion on identical twins afflicted with multiple sclero- 
sis, according to the National Multiple Sclerosis 
Society. Preliminary studies have been started on the 
possible hereditary and environmental causes of the 
disease. 

Initial work is to establish that the twins are 
identical and that one or both has multiple sclerosis. 
For purposes of research, the ‘‘ideal’’ twins. would 
be those sets where one member has the disease 
and the other has not. Both would be studied to 
try to determine factors which may have been re- 
sponsible for the disease in the afflicted twin. 

Twins who wish to volunteer information as sub- 
jects for research are asked to write the National 


Multiple Sclerosis Society, 270 Park Avenue, New 


York 17, New York. 
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1035 Randolph Avenue, 
Telephone 2-3027 
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PoLio RESEARCH GRANT 


The University of Kansas School of Medicine 
recently received a research grant of $105,111 from 
the National Foundation for Infantile Paralysis. The 
fund makes possible continuation of a search for 
modified strains of polio virus which could be use- 
ful in providing an improved vaccine against the 
disease. Dr. Herbert A. Wenner, pediatrics research 
professor, will direct the study. 


BULLETIN ON RHEUMATIC DISEASES 


The first four volumes of the Bulletin on Rheun- 
matic Diseases have been bound in soft cover and 
are available to physicians at a cost of $1.00. Re- 
quests are to be sent to the Arthritis and Rheumatism 
Foundation, 23 West 45th Street, New York 36, 
New York. 

The publication, issued nine times a year, is 
available without charge to physicians and medical 
students who ask that their names be put on the 
mailing list. 


INFORMATION ON MEDICAL SCHOLARSHIPS 


Requests for information on available medical 
scholarships and loans for a medical education have 
prompted the publication of a comprehensive new 
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pamphlet on the subject by the A.M.A.’s Council 
on Rural Health in co-operation with the Depart- 
ment of Public Relations. Scheduled for release in 
April, this booklet will contain a compilation, by 
states, of pertinent information regarding all types 
of medical scholarships and loan funds now avail- 
able through medical society, governmental, and 
other special funds. Copies may be obtained from 
the Council on Rural Health. 


Although approved medical schools are now ac- 
cepting their largest freshman classes—almost 7,500 
students—the number of applicants for admission to 
medical schools has decreased for the fourth con- 
secutive year. The freshman class of 1953-1954 had 
some 2,085 fewer applicants than the previous year’s 
class, and almost 10,000 fewer individuals are mak- 
ing application now than did in 1949-1950 when 
the GI bill was in full force. 


Historical Material Needed 


In preparation for the observance of 
The Kansas Medical Society’s centen- 
nial anniversary, members of the Com- 
mittee on History are attempting to 
collect all material of historical inter- 
est. Physicians who can contribute in- 
formation, records, etc., are urged to 
send such to 


Committee on History 
Kansas Medical Society 
315 West 4th Street 
Topeka, Kansas 


CLASSIFIED ADVERTISEMENTS 


FOR _ SALE—Modern office, equipment of deceased phy- 
sician. Used only four years. Equipment for general practice, 
including x-ray. Write the Journal 15-54. 


FOR SALE—Castle autoclave size 8 inches by 16 inches, 
practically new, priced right. Write the Journal 19-54. 


WILL GIVE most all office equipment and furnishing 
to a younger doctor who will locate in my town of 3,500 
pew for general practice. Retiring because of age. 

Vrite the Journal 20-54. 

LABORATORY TECHNICIAN, registered, wanted for 
midwestern medical group of eight. Excellent facilities and 
liberal salary. Write the Journal 21-54. 


FOR SALE—EENT practice and office equipment. Estab- 
lished 34 years in college town. Leaving because of wife’s 
health—Write the Journal, 16-54. 


FOR SALE—General in small central Kansas 
community, office and 
for rent. Write the ‘Seseal, 17-54, 


FOR SALE, Due to business change: 
1 Brown-Burger Operating and Catheterizing Cystoscope— 
Excellent. : 
1 Infant Brown-Burger Single Catheterizing Cystoscope— 
New Condition. 
1 Ophthalmoscope and Can—New 
1 Large Burglar Proof Bank Safe—Double Time Lock 
and Day Combination. 
200 K.V. Westinghouse X-ray Machine, Rotary Anode Tube, 
Spot Film—Excellent. 
Reply to the Journal, 18-54. 


The Neurological Hospital 


2625 West Paseo, 
KANSAS CITY, MISSOURI 


x * 


A voluntary hospital providing the care and 
treatment of nervous and mental patients 
and associate conditions. 
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Everything for the Laboratory 


SOUTHWEST SCIENTIFIC 
CORPORATION 


LABORATORY SUPPLIES AND EQUIPMENT 


Isle Built Appliances restore the highest 
possible degree of efficiency to patients 
who have suffered amputation or other 


122 South St. Francis Street 


THE W. E. ISLE COMPANY 
1121 GRAND AVE. KANSAS CITY, MO. ( 


Phone 2-0582 Wichita, Kansas i 


ANNUAL CLINICAL CONFERENCE 


CHICAGO MEDICAL SOCIETY 
March 1, 2, 3, 4, 1955 Palmer House, Chicago 


Lectures—Daily Teaching Demonstrations—Color Telecasts 


The CHICAGO MEDICAL SOCIETY ANNUAL CLINICAL CONFERENCE should be a MUST on 
the calendar of every physician. Plan now to attend and make your reservation at the 
Palmer House. 


RENTALS — SALES 


HOME PATIENT AIDS e 


® Bed Pans 
® Urinals 
Crutches 
® Wheel Chairs 
® Invalid Walkers 


SICK ROOM EQUIPMENT 


* Hospital Beds Complete 


® Bedside Commodes 
® Bedside Tables 
® Invalid Lifts 

Heat Lamps 


Many Other Items 


* PETRO’S RENTAL SERVICE 


618-20 Quincy -—— Topeka, Kansas — Phone 40207 


THE SOUTHARD SCHOOL 


Intensive individual psychotherapy in a res- 
idential school, for children of elementary 
school age with emotional and behavior 
problems. 


THE MENNINGER 
CHILDREN’S CLINIC 
Outpatient psychiatric and neurologic 


evaluation and consultation for infants 
and children to eighteen years. 


Department of Child Psychiatry 
THE MENNINGER FOUNDATION 


J. Cotter Hirschberg, M.D., Director 


Topeka, Kansas; Telephone 3-6494 


Artificial Limbs and 

“Qualified, courteous personnel. 
j | 
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Something NEW 
is Cooking 


— 


MORE INSURANCE NOW AVAILABLE 


think! HOW THESE AMOUNTS 


WOULD HELP IN PAYING ESTATE TAXES IN 
CASE YOU ARE ACCIDENTALLY KILLED... 


SPECIFIC BENEFITS acso For Loss oF siGHT, 
LIMB OR LIMBS FROM ACCIDENTAL INJURY 


HOSPITAL INSURANCE also for our 
members and their families 


$4,000,000 Assets 
$20,000,000 Claims Paid 
52 Years Old 


Physicians Casualty & Health Ass’ns. 
Omcha 2, Nebraska 
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SECLUSION MATERNITY 


FAIRMOUNT 
HOSPITAL 


For Unmarried Girls 
Est. 1909 


Private sanitarium with 
certified obstetrician in 
charge. All adoptions 


i information arranged through juve- 
Write for inf nile poy Early en- 


dvised. 
MRS. EVA THOMSON 


4911 East 27th St. tain k gi 
Kansas City, Mo. 
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If the patient complaining of aching joints is a woman between 37 and 54 years of age, it 
is highly possible that she is suffering from arthralgia rather than arthritis.’ It has been esti- 
mated that arthralgia occurs in about 40 per cent of women with estrogen deficiency, and is 
exceeded in frequency only by symptoms of emotional or vasomotor origin.” In fact, arthralgia 
may be as indicative of declining ovarian function as the classic menopausal hot flushes. 


Arthralgia, however, is just one of a vast number of distressing but ill-defined symptoms 
that may be precipitated by the loss of estrogen as a “metabolic regulator.” Other good examples 
are insomnia, headache, easy fatigability, and tachypnea. 


Because these symptoms sometimes occur years before or even long after cessation of 
menstruation, they are not always readily associated with estrogen deficiency, and the tendency 
may be to treat them with medications other than estrogen. Obviously, sedatives and other pallia- 
tives cannot be expected to produce a satisfactory response if an estrogen deficiency exists. Only 
estrogen replacement therapy will correct the basic cause of the disorder. 


“Premarin” is an excellent preparation for the replacement of body estrogen. In “Prem- 
arin” all components of the complete equine estrogen-complex are meticulously preserved 
in their natural form. “Premarin” produces not only prompt symptomatic relief but a distinctive 
“sense of well-being” which is most gratifying to the patient. 


1. Greenblatt, R. B., and Kupperman, H. S.: M. Clin. North America 30:576 (May) 1946. 2. McGavack, T. H., in Goldzieher, M. A., and 
Goldzieher, J. W.: Endocrine Treatment in General Practice, New York, Springer Publishing Company, Inc., 1953, p. 225. 
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AGE MONTHS 
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Mean height and 
weight curves for 
babies fed Lactum 
compared with 
lowa growth stand- 
ards‘ 


Lactum — 
Standards 


“012345678 9101112 
AGE MONTHS 


AMPLE PROTEIN 
FOR 


OPTIMAL GROWTH 


Essential to the NEW BASIC CONCEPT in infant feeding 


Accumulating clinical studies are convincing evi- 
dence of the infant's need for generous amounts of 
protein for optimal tissue and motor development.'? 


Lactum supplies 16% of its calories as protein, 
providing an ample margin of safety over the Recom- 
mended Daily Ailowance for infants. A typical 24- 
hour Lactum feeding for a 10-pound infant provides 
20 Gm. of protein—25% more than the National 
Research Council's Recommended Daily Allow- 
ance.* Babies fed Lactum* consistently show out- 
standing height-weight ratios (see charts). 


The generous amounts of natural milk protein in 
Lactum contribute to an excellent level of satiety. 
Infants tend to have better dispositions and sleep 
well. Night feedings usually can be discontinued 


earlier. 
LIQUID 


= 


POWDERED 


As an added safety factor, Lactum contains suf- 
ficient added carbohydrate (Dextri-Maltose®) to 
spare protein and permit efficient fat metabolism.’ 


The natural nutrients of the whole milk in Lactum 
are not manipulated in any manner. Nothing is sub- 
stituted. All vitamins and minerals are retained in 
optimal amounts. And Lactum formulas supply 
twice as much vitamin B, as breast milk. 


Lactum feedings are easy to prepare. One part of 
Liquid Lactum to 1 part of water, or 1 level meas- 
ure of Powdered Lactum to2 ounces of water, makes 
a formula supplying 20 calories per fluid ounce. 


(1) Jeans, P. C.: In A.M.A. Handbook of Nutrition, Ed. 2, Philadelphia, Blakiston, 
1951, p. 275. (2) Albanese, A. A.: Pediat. 8: 455, 1951.(3) Holt, L. E., Jr., and Mc- 
Intosh, R.: In Holt Pediatrics, Ed. 12, New York, Appleton-Century-Crofts, Inc., 
1953, pp. 175-178. (4) Frost, |. H., and Jackson, R. L.: J. Pediat. 39: 585, 1951. (5) 
Jackson, R.L., and Kelly, H. G.: J. Pediat. 27: 215, 1945. 


*Calculated on the basis of a daily allowance of 3.5 Gm. per Kg. 


nutritionally sound formula for infants 


MEAD JOHNSON & COMPANY - EVANSVILLE, INDIANA, U.S.A. 
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